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The past 10 years have seen two great advances in 
the treatment of pulmonary tuberculosis: first, the 
introduction of chemotherapeutic drugs and, secondly, 
the application of pulmonary resection. Largely as a 
result of these two factors, we have noted a progressive 
decrease in mortality from pulmonary tuberculosis; 
however, incidence figures have been less favorably 
affected.’ 

With reference to chemotherapy, about 11 years 
have elapsed since streptomycin was discovered in 
1944. Later, aminosalicylic acid and isoniazid were 
introduced and found to be effective antibiotic agents. 
The past years have seen intensive investigation with 
various drug regimens or combinations of these 
agents. Both pathologically and clinically, they have 
been found effective. Disappearance of constitutional 
symptoms, absence of bacteria in sputums, and x-ray 
regression have been consistently observed. Maximal 
effect in the average case occurs at about six months. 
At this time, most shadows of a pneumonic nature 
have disappeared from the roentgenogram and _ the 
shadows of fibrosis, necrotic residuals, or cavities per- 
sist. Pathological material from resected specimens 
confirms the impression that the softer, non-necrotic 
component of a patient’s tuberculosis has largely dis- 
appeared at this time in most instances. 

Presently, there is no reliable evidence from patho- 
logical study that chemotherapy, as it is now em- 
ployed, has any effect on a caseous or necrotic process 
once this process has been established. Liquefying and 
sloughing of a caseous area can continue during 
chemotherapy.” We have not infrequently observed 
this even after chemotherapy of one year’s duration. 
The similarity of necrotic lesions resected without 
chemotherapy and resected after chemotherapy is 
striking. 


° Experience with the surgical treatment of moder- 
ately advanced pulmonary tuberculosis in an Army 
hospital hos been summarized for the years 1953 
and 1954, when pulmonary resections were done in 
93 and 114 patients respectively. The indication for 
surgery has almost always been the presence of 
significant residues of necrotic disease, and the 
majority of the operations have been segmental re- 
sections. The opinion formerly held, that overdisten- 
tion of the remaining lung was harmful, was not 
borne out by experience. Consequently the number 
of primary thoracoplasties with lobectomy fell from 
11 to 3, and the number of secondary thoracoplas- 
ties from 28 to 9. Complications after surgery have 
become less frequent, but the postoperative mor- 
bidity could be reduced even further. Of the 114 
patients in the 1954 group, 111 were contacted in 
1956; 110 were found to be well, and 75 were 
known to be gainfully employed. 





The factors that result in aging or healing of necrotic 
and cavitary residual areas are not well understood 
at present. Tubercle bacilli can be recovered by cul- 
ture invariably from the necrotic residuals showing 
only early evidence of healing.’ In the advanced 
healing stage, the bacilli can be recovered only with 
difficulty. The phase of healing of a necrotic lesion 
is unpredictable from x-ray examination. No correla- 
tion has been made between the recovery of tubercle 
bacilli, the length of chemotherapy, chemotherapeutic 
regimen, and the degree of cavitary closure of the 
lesion.” Recoverability of bacilli depends principally 
on the phase of healing of a necrotic lesion. This is, 
of course, undeterminable by clinical or radiologic 
methods. From the foregoing, it is apparent that drug 
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therapy of tuberculosis has not lived up to the expec- 
tation that complete cure can be regularly obtained 
by this means. 


TaBie 1.—General and Preoperative Data on Patients with 
Pulmonary Tuberculosis, 1953-1954 


No. of Patients 
Military 
Civilian 
White ... 
PONTO cccccces 
Mongolian 
Female 
Male 
Ave group 
15-25 7 
DrSD ccc 
Ba-45 
1j-over ee ee es inion ie 
Stage of initial lesion according to National 
Tuberculosis Association standard 
oo) ee 
Moderately advanced 
Fur advanced .... 
Initial x-ray impression 
Cavitary 
Pneumonie 
Nodular 
Pleurisy 
Extrapulmonary tuberculosis 
Empyema ... 
Lobe involvement 
Right upper lobe 
Right middle lobe 
Right lower lobe.. 
Left upper lohe........... 
Left lower lobe 
Preoperative data 
Sputum smears positive.. 
Sputum smears negative.. 
Sputum cultures positive 
Sputum cultures negative 
Giustrie sears positive . 
Giustric sineurs negative. 
Gastric cultures positive...... 
ee ED Ie oc oa deed kendb.cerecovimeesseund 
Preoperative drug therapy 
Months 


Type 
Continuous 
Interrupted . 
Streptomycin 
Isoniazid . 


Viomyein 

Terramyein 

Dihydrostreptomycin 
Pneumoperitoneum . 
Pneumothorax 
Condition existed prior to service 


”) 
99 
15 


Another disturbing fact is the appearance of re- 
sistance of tubercle bacilli to drugs after prolonged 
periods of medication. The frequency and seriousness 
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of this problem cannot be stated exactly at this tim: 
As information accumulates on relapses after chemo- 
therapy and on cultures from resected specimens, this 
problem may be seen in proper perspective. 

With reference to resection as an adjunct in the 
treatment of tuberculosis, a concept of excising loca!- 
ized lung tuberculosis has always been an attracti\ 
one. In the 1890's, Tuffier, Bloch, and Lawson at 
tempted this. In the middle 1930's, inadvertent re- 
section of tuberculous lesions occurred in operative 
attempts to cure cancer. One of the first successful 
planned resections of lobes for tuberculosis was done 
by Freidlinder in 1935. Dolly and Jones in 1935 
further stimulated the use of resection by an encourag- 
ing report. From this point forward, improved surgical 
anesthesia, operative technique, and blood replace- 
ment greatly assisted in making the rapid advances to 
the place where today resection Has a preferred place 
in the surgical management of tuberculosis. 

Many of the first planned resections for pulmonary 
tuberculosis were done for cavities, particularly in 
refractory cases. As skill improved and chemotherapy, 
became available, cases for resection included those 
in which there were thoracoplasty failures, totally 
diseased or destroyed lungs, tuberculous bronchiecta- 
sis, lower lobe cavitation, and isolated round lesions. 
In light of pathological and bacteriological evidence 
available today, it is our feeling that removal of nearly 
all necrotic and cavitary residuals is desirable. Excision 
has been withheld in our patients because of coexist- 
ing infirmities, advanced age, disease distribution of 
a degree and severity not amenable to surgery, critical 
pulmonary function, and psychosis. Supraperiosteal| 
extrapleural plombage and extrapleural pneumothorax 
are still used in the bad-risk patient with advanced 
disease and critical pulmonary function. Primary 
thoracoplasty rarely has been employed. Impairment 
of pulmonary function has, of course, been much 
greater with thoracoplasty than with resection. Tailor- 
ing thoracoplastvy has been employed concomitantly 
with resection and after resection, for space problems 
and persistent leaks. The extent to which surgical 
resection is pursued in treating pulmonary tuberculo- 
sis at Valley Forge Army Hospital, an Army center 
where chest conditions are treated, has varied yearly 
from use in 15% to use in 20% of all patients ad- 
mitted for pulmonary tuberculosis. 


Plan of Treatment 


As past clinical experience has indicated that anti- 
tuberculous drugs exert their maximal clinical and 
roentgenographic effect at 8 to 10 months of treat- 
ment, we have aimed at a total period of chemo- 
therapy preoperatively and postoperatively of nearly 
one year. This has seemed appropriate, as our group 
of patients have largely moderately advanced disease. 
They do not have advanced, long-standing, bilateral 
fibrocavitary disease, for which a longer period of 
therapy and different approach to treatment would 
be needed. 

At a point as early in the course of treatment as pos- 
sible, when the pneumonic component of the tubercu- 
losis has been reversed and necrotic residuals are 
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apparent, surgery is performed. This is generally at 
from four to six months after medication has been 
started. Surgery is followed with completion of chemo- 
therapy and then a short period of leave before 
the patient goes to duty or discharge. Total chemo- 
therapy has been extended beyond the year level 
in some instances when particularly active areas of 
disease have been found at the time of surgery. 
Method of Study 

Since 1953, the case histories of all patients under- 
going surgery for proved cases of pulmonary tubercu- 
losis have been carefully abstracted. Each year a 
detailed questionnaire is forwarded to the patient. 


TABLE 2.—Surgical Data on Patients with 
Pulmonary Tuberculosis, 1953-1954 


Surgery indication 1953 1954 
EE EE ee Pare en Rosnseeounieds 90 10s 
Exploratory thoracotomy ......... ubesteikteanss aaedaie 3 0 
RI eo 0 oe Sccso eset eke saw dkhtnynece schwaaseien 0 1 
IE eR rust cicada aoe ek es ob eeted dks bees deteaaeed 0 1 
PI ee NI ibis sons ccnsices<enccenteendaassens 0 3 
RRS. SE ovis cc vecdbadwnddbnscscadevecexes 0 ] 

Primary operation 
I i ks bb wawebud Seoedernsewedeen 46 66 
Ne ale i and sce duped Re badder ween 2 6 
ne Rie meee Bae obese dens mal) 16 
Pneumonectomy (extrapleural) ...............c0ccceeeeeees 0 1 
Pe Se ee ce wad us endeensadewteoees 0 1 
Pe eke ete Binds sd hori seudaderackasudiuetesas 0 3 
DOOOTERRRERO GE DOROCTIOD 6 ockikccccccccccccccinecsssccces 0 1 
Re Ce cs icc cca iccswespntoseecdeesdwod 11 3 
Lobe, decortication, and resection ................ccceeees 1 0 
ee 2 0 
I gh ircccttocesedesdkcievevaseaseeeseeonne 3 6 
ND di dos as. aduneadk east poeueankanGawen 5 5 
POGUE CU GOUIIOTIIRTION onic o.kv cio ck cocdcccedecseccecces 0 1 
Segment, lobe, and thoracoplasty .......... ee 3 1 
SOP Id, ia. nawcenemet 0 3 
Segment, wedge, decortication, and resection ............. 0 1 

Secondary operations 
I te in tener ub oneiviendmetiensehecncadeunvanken 28 9 
Bewmmemt GME CHOPACOMINSCY 2 o..cccccccccvccccccseccescoces 1 0 
EN HN Fa a ee ee eee PE Ee TR ae 1 0 
TAgatiem WE WECOUIR VOROONS oon. cccscccccceccccccwcssccess 2 0 
oc Be OEE SE Re ee OT eee eee 3 0 
a aes ra heh wiagaeh eaNrCesa ned ] 0 
RN RI tikes ay Clit es tei 2 0 
TROTROOOOUNG TOF TONNE oii. i ckicc cc cicdcvcccccccessccsscs 1 0 
Segmental resection ................006 BUN Se eee een 0 1 
rN rok ocak ba kdeiseaeecnsteneare 0 2 
Thoracotomy for wound dehiscence ................000000 0 1 
ee a ne 0 1 
Thoracotomy with thoracoplasty ...............ccc0eeceee 0 2 

(Gross residual disease left at surgery 
I ORE Te een SOU TN AL Cae hug hpininnaoacs 16 2 
BO aia eemigacaes conor ene ea Rha pukcesics is Ode cdeke ene SeaeR 77 82 


When review of the returned questionnaire leaves some 
doubt as to the patient’s health, he is invited back at 
\rmy expense for reexamination. If this is not practi- 
cable, his local physician or the theater surgeon is con- 
tacted for further information about the patient. Thus, 
we have a fairly complete follow-up picture on each 
patient who has undergone surgery. 


Results 


The results of our case analysis and follow-up may 
be seen in the accompanying tables, which consist of 
data on patients operated on in 1953 and 1954. These 
data were collected in the spring of 1956. The 1953 
and 1954 results are in separate columns to indicate 
some of the changing trends in treatment and results. 
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TABLE 3. 


Postoperative complications 
Persistent air leak 
Persistent space 
Atelectasis 
Bronchopleural fistula 
Hemorrhage 
Empyema 
Scapula caught under rit 
Extrapleural hematoma 
Pleural effusion 
Wound infection 
Cardiac arrest 
Thrombophlebitis 
Wound dehiscence 
Contralateral pneumothorax 
Partial right radial nerve paralysis 
) 


islon 


Small subseapular e! 
Postoperative pneumothorax 


Phrenic paralysis, left leat of diaphrag 


Patients with no com, lications 
Pathology 
Smear and stair 
Positive 
Negative 
Culture 
Positive 
Negative 
Activity pathologically 
Active 
Moderately active 


Inactive 


C'avitary 
Nodulat 
Postoperative chemutherapy 
Months 
None 
] 


a) 
Postoperative hospitalizatior 
Months 
None 
] 


Is 


Functional result 
Satistactory 
Unsatisfactory 

FRE cb cweeudodddwikisa 

Discharged to 
Duty 
Temporary retirement ...... 
Permanent retirement .... 
Othe: (civilians ete.) ............ 

Follow-up of eases (1956 

No. of cuses cones 

No. followed ........ 

Well . 
Gaintully employed ; 
Full time ; paenaie 
Active duty ‘ 
ok 
Hospitalized .......... oe oe 
Persistent bronchopleural fistula 


Schizophrenia (tuberculosis arrested) 


Dead of disease .. e ? : 
(Patient with thoracoplasty) 
Other deaths ........... eae 
Cerebral anoxia during surgery 

Train wreck 


Postoperative Data on Patients with 
Pulmonary Tuberculosis, 19538-1954 


] 


114 
111 (97 
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It is apparent at a glance that our patients are, in 
the majority, young males, although a sizable number 
of older patients and women have been included. 
Predominantly, our patients were afflicted with mod- 
erately advanced pulmonary tuberculosis according 
to National Tuberculosis Association standards. A large 
proportion of cases were cavitary. In every instance, 
tubercle bacilli were isolated to confirm the diagnosis 
either preoperatively or from a surgical specimen. 
Preoperative and postoperative drug therapy consisted 
of combined administration of streptomycin and 
aminosalicylic acid or isoniazid, strentomycin being 
given every three days and aminosalicylic acid and 
isoniazid daily. One may see from table | that earlier 
surgery was performed in the 1954 cases than in 1953. 

Surgical indications have been most exclusively the 
presence of residual necrotic disease. The surgical 
procedures performed have been, in the majority, seg- 
mental resections, although a fair proportion of lobec- 
tomies and combined procedures have been done. 
Secondary operations have been performed for com- 
plications and space problems. Residual fine disease 
has been left at surgery in about 25% of the cases. 
We do not feel that we can completely resect a pa- 
tient’s tuberculous lesions. We are interested in re- 
moving only the significant necrotic residuals, those 
that are cavitary or nodular and more than a few milli- 
meters in diameter. As far as complications are con- 
cerned, 65 of the 93 cases were uncomplicated in 1953 
and 94 out of 114 in 1954. All but one patient recovered 
completely from his operative complication. 

Pathologically, an average number of smears, stains, 
and cultures were positive. Disease removed was, in 
the main, moderately active. Cavitary residuals were 
quite frequent. Postoperative chemotherapy has varied 
with each case. In general, we have aimed, however, 
at a minimum of one vear’s drug therapy. 

Only three unsatisfactory functional results have oc- 
curred. One patient has a persistent bronchopleural 
fistula and is still hospitalized. In two instances, de- 
fective shoulder girdle action secondary to tailoring 
thoracopiastvy was the problem; however, one of these 
patients is practicing law on a full-time status and one 
is on full duty in the Army. No respiratory embarrass- 
ment or insufficiency occurred. 

The follow-up record for 1953 shows 87 patients 
(93.5% ) have been contacted. Of these, 83 are com- 
pletely well and 62 gainfully employed. Of the 
patients treated in 1954, 111 (or 97.3%) have been 
contacted. One hundred ten are well, and, of these, 75 
are gainfully employed. Three deaths have occurred 
in the two years: one from the effects of cerebral 
anoxia occurring during surgery, one from a train 
wreck, and one death a year after discharge in a pa- 
tient with far-advanced bilateral disease for whom a 
thoracoplasty had been performed because of hemor- 
rhage. Recurrent exsanguinating hemorrhage occurred 
as a sudden terminal event one year after discharge. 


Comment 


From a surgical point of view, in the type of patient 
we have encountered we have preferred to carry out 
exploration and resection initially, rather than perform 
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a stage of thoracoplasty as the initial procedure. In 
1953, when a considerable number of tailoring thora- 
coplasties were performed, we felt that overdistention 
of remaining lung had a bad effect as far as respiration 
and recurrence of disease were concerned. As there 
has been no significant recurrence or respiratory 
crippling, this has not been borne out clinically. Since 
1954, tailoring thoracoplasty has been performed onl) 
for the complications of surgery, such as persistent 
space, leak, or fistula. This procedure has consisted of 
stripping the undersurface of the first rib, doing a 
modified apicolysis, and removing segments of ribs 
2, 3, and 4. The transverse processes are preserved. 

We have been extremely reluctant to perform con- 
comitant resection and thoracoplasty, as postoperative 
complications have been significant (11 complications 
in 13 cases in 1953 and 6 complications in 4 cases in 
1954); furthermore, the postoperative courses have 
been more stormy because of paradoxical respiration 
and difficulty in raising secretions postoperatively. 

Particularly gratifying has been the increase in the 
number of uncomplicated cases over the two years (65 
out of 93 in 1953 and 94 out of 114 in 1954). During 
this period, our staff was considerably reduced, indi- 
cating that an enthusiastic, qualified staff with excel- 
lent ancillary support in medicine, anesthesia, nursing, 
and physiotherapy can reduce complications. 

Persistent air leaks and space problems have oc- 
curred principally following segmental resection. 
Seventy-five per cent of fistulas occurred after lobec- 
tomy. All fistulas, leaks, and space problems were 
successfully treated, with one exception. All other 
postoperative problems have been effectively corrected 
or overcome. 

It is apprrent from this point of vantage that recur- 
rence after resection has not been a problem. Surgery 
in well-equipped centers is safe but still hampered 
by postoperative morbidity. This has not been insur- 
mountable, however. It is ebvious that patients can 
and do uniformly return to full activity when this plan 
of treatment is followed. The comparison of these 
results with a follow-up study of similar patients 
treated solely with medical regimens will be most 
informative as data become available. 
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When a patient and his physician are faced with 
the problem of deciding whether to use a major thera- 
peutic measure—surgical or medical—the decision is 
relatively simple if the following questions can be 
answered with reasonable accuracy: 1. What is the 
outlook without therapy? 2. What is the morbidity and 
mortality associated with the therapeutic procedure? 
3. What are ultimate results following the measure 
under consideration? 

With reference to the surgical treatment of coarcta- 
tion of the aorta, the first question can be answered 
adequately, but the answers to the second and third 
have not been settled to date in the medical literature 
because of limited experience from the standpoint of 
time as well as from that of the total number of cases 
reported. The primary purpose of this report is to 
attempt to answer these questions beyond reasonable 
doubt, and the secondary purpose is to bring forth any 
information that may be helpful in improving the re- 
sults obtainable. The report is based upon the latest 
possible follow-up study of 1,601 cases treated surgi- 
cally by 36 of the 55 members of the surgical advisory 
committee to the subcommittee on cardiovascular 
surgery of the American College of Chest Physicians. 
The members of this committee are prominent cardio- 
vascular surgeons practicing in representative areas 
throughout the world. 


The Outlook Without Surgical Correction 


The question of outlook for the patient with coarc- 
tation of the aorta not corrected surgically can be 
answered with reasonable accuracy. The average 
duration of life in 200 cases studied in 1928 by Ab- 
bott was 32 years, and in an additional group of 104 
cases reported subsequently in 1947 by Reifenstein 
and co-workers * it was found to be 30.5 years. As 
judged by Brown,’ only one-tenth of patients live past 
the age of 50. In view of this rather dismal outlook, 
the need for a satisfactory method of treatment is 
obvious. 


Mortality and Morbidity Associated with 
Surgical Correction 


In 1945, Crafoord and Nylin* and Gross and Huf- 
nagel ° independently reported the feasibility of sur- 
gical correction of coarctation of the aorta. Although 
a fairly large number of cases has been reported in the 
medical literature since that time, a simple unqualified 
answer to the question regarding operative mortality 
and morbidity cannot be given. In dealing with an in- 
dividual patient, we must consider such variable fac- 
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° The life expectancy at birth of a patient with 
coarctation of the aorta is estimated at 32 years or 
less. Surgical correction requires the use of relatively 
uncommon and potentially hazardous techniques 
Opinion is divided regarding the advantages of 
aortic homografts as compared with woven tubes of 
plastic fabric in bridging the defects left by resection 
of long coarcted segments. There were 138 opera- 
tive deaths among 1,601 patients treated surgically 
The most important cause of death was cardiovas- 
cular failure; second and third in order of importance 
were disruption of the anastomosis and hemorrhage 
Mortalities were lower in the age group from 4 to 
15 years than in the younger and older age groups 
The over-all results were considered satisfactory in 
96.3% of 1,405 patients from whom accurate data 
were obtained three months after operation. 





tors as age; the presence of associated correctable 
and/or uncorrectable defects; irreversible cardiovascu- 
lar, renal, or central nervous system complications; 
and type of coarctation, as well as such factors as the 
experience of the operating team and the technique 
used. The information to follow should clarify con- 
siderably some of these uncertainties. 

The over-all operative mortality rate, up to three 
months after surgery, in the 1,601 collected cases was 
8.6%. It was most favorable. 6.8%, between the ages of 
4 to 15 years. As one might expect, higher rates were 
present in the young and in the old. In the infant-to- 
3-year age group, the operative mortality rate was 
16.2%, and in the group over 30, it was 11.3% (table 1). 


TABLE 1.—Operative Mortality Rates According to Age 
in 1,601 Collected Cases 


Deaths 


WEE b.c0scseesandcecsabaueete pcakiabahe 1,601 


However, it must be appreciated that in the less fav- 
orable groups there was a higher incidence of uncor- 
rectable associated defects and/or serious irreversible 
complicating conditions such as heart failure, renal 
impairment, and aneurysms. Operation before these 
conditions become irreversible, regardless of the age 
of the patient, should bring about a significant reduc- 
tion in the mortality rates as well as improvement in 
results. 

The causes of death with their incidence are given 
in table 2. By combining heart failure, pulmonary 
edema, shock, and cardiac arrest or ventricular fibril- 
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lation—all of which are related—it is apparent that 
37.7% of the 135 operative, postoperative, and late 
deaths were due to these cardiovascular conditions. 

Disruption of the anastomosis accounted for 22.4% 
of the operative and postoperative deaths. In: 11 of the 
28 cases, proved or probable infection was present at 


Tasie 2.—Causes of Death and Their Incidence in 1,536 Cases 
of Coarctation of the Aorta 


Operative and 
Postoperative Late Total 


Heart failure, pulbonary edema, shoek ...... 3 3 33 
Disruption of anastomosis id s 0 28 
Cardiae arrest or ventricular fibrillation ..... Is 0 18 
Hemorrhage, operstive ae Satihpacoteo immed Th 0 Ii 
Cerebrovaseur! ME ocrbs dese tetesnldetdrcee ' l a 
Necrotizing arteri:is Miva eee ee eos ie oe aie ; 5 0 ) 
Embolism ... nat Puredala pata a eae taka ae 3 0 3 
Septicemia ..... LEO VERERTE Raa ae 3 0 3 
EN Podigicncectic bis aeeeieecebaneehenseenseuks 3 0 3 
edna woes to cee use eedaeRawes ; 3 0 3 
PE MONON” Siccécdincdaac<cacassaewn ; ? () ) 
CPOE TF OTINOED cvccivcc cc ceces dicecesccenes ? 0 ” 
PN OT MOU SIE iio dno dine cic ccc csseeedcecccvves 0 ) ) 


Necrosis and thrombosis of anastomosis 1 
CHUBEPOOMIOTINIG 2... ccccvcecessss. 1 
NE caridnnsindnadaeneueene aii a aahonie ee york 0 1 1 
1 
x 


DN eiirivacd cn rug baennecawe cu : ’ I 


the operative site. In four additional cases postopera- 
tive subacute bacterial endarteritis developed: this 
may well have been an important factor, although the 
relationship was not specified in the answers to the 
questionnaires. Measures to minimize airborne con- 
tamination resulting from the long time of exposure of 
the wound, along with more intensive prophylactic 
postoperative antibiotic therapy, should serve to lessen 
this serious problem. 

Hemorrhave during surgery, usually from thin- 
walled, dilated intercostal arteries, was responsible for 
12.8% of deaths in the operative and postoperative 
period. As the experience of operating surgeons in- 
creases, deaths from this technical cause as well as 
from disruption should decrease, particularly if this 
relatively uncommon and potentially hazardous pro- 
cedure is not performed by an unnecessarily large 
number of surgeons. 

A consideration of the remaining causes of death 
points out clearly that a significant number either 
were unrelated to the surgical procedure or were in 
part avoidable. Even without being optimistic. about 


TABLE 3.—[-ffect on Hypertension After Surgery for Coarc 


J.A.M.A., May 4, 1957 


only partially; however, the trends to date can be o! 
definite help in advising our patients properly. Wit}, 
reference to the over-all clinical result obtained fol- 
lowing surgery, accurate figures were supplied o1 
1,405 patients surviving the three-month postopera 
tive period. The result was satisfactory in 96.3%. Thi 
effect on blood pressure was given specifically in 1,230 
survivors (table 3). 

Satisfactory relief of hypertension followed surgery 
in a total of 1,171, or 95.2%, of patients. Entirely nor- 
mal readings were present in 72%, and in only 4.8” 
of patients did serious hypertension persist. The in- 
cidence of persistent hypertension increased progres- 
sively as the patient's age increased. Fifteen of the 
reporting medical advisors recommend the use of 
aortic homografts to bridge the defects left by resec- 
tion of long coarcted segments; 11 prefer woven tubes 
of plastic fabric. The remainder Were uncertain. 


Conclusions 


A study of 1,601 cases of coarctation of the aorta 
treated surgically by 36 members of the surgical ad- 
visory committee of the American College of Chest 
Physicians indicates that the over-all operative mor- 
tality rate was 8.6%. A satisfactory clinical result was 
obtained in 96.3% of the survivors. The most frequent 
causes of death and their respective incidences were 
as follows: (1) various cardiovascular complications, 
37.7%; (2) disruption of the anastomosis, 20.7%; and 
(3) hemorrhage at the time of surgery, 11.8%. 

The results obtained to date are good enough to 
justify general application of the surgical treatment 
of coarctation of the aorta. In the future, better results 
undoubtedly will be obtained by (1) operation before 
patients enter the advanced age group; (2) operation 
earlier in infants and young children; (3) more ade- 
quate management of serious associated defects; and 
(4) improvement, as a result of further experience, of 
management of the technical problems peculiar to the 
condition. 
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The advisory committee of the Section on Cardiovascular Sur- 
gery of the American College of Chest Physicians consists of 
Dr. Osler Abbott, Emory University, Ga.; Dr. Ralph Adams, 
Wolfeboro, N. H.; Dr. Henry Bahnson, Baltimore; Dr. Charles P. 
Bailey, Philadelphia; Dr. Howard John Borrie, Dunedin, New 
Zealand; Dr. Claude S. Beck, Cleveland; Dr. W. G. Bigelow, To- 
ronto, Canada; Dr. H. H. Bradshaw, Washington, D. C.; Dr. 
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future improvement in mortality rates, the results to 
date seem to justify earlier and more widespread 
application of surgical treatment. 


Remote Results Following Surgical Correction 


Inasmuch as our experience dates back only to 1945, 
the question of the ultimate results following surgical 
correction of coarctation of the aorta can be answered 


Otto C. Brantigan, Baltimore; Dr. Mario M. Brea, Buenos Aires; 
Mr. C. J. Officer Brown, Victoria, Australia; Dr. William S. 
Conklin, Portland, Ore.; Dr. Edgar W. Davis, Washington, D. C.; 
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Dodrill, Detroit; Professor Dr. L. D. Eerland, Groningen, Hol- 
land; Prof. Leif Efskind, Oslo; Prof. Gunnar Ekstrom, Stockholm; 
Dr. Egbert H. Fell, Chicago; Dr. John H. Gibbon, Philadelphia; 
Dr. Robert P. Glover, Philadelphia; Alfred Goldman, Beverly 
Hills, Calif.; Dr. Robert E. Gross, Brookline, Mass.; Dr. John B. 
Grow, Denver; Dr. C. Rollins Hanlon, St. Louis; Dr. Jose Hilario, 
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Kio de Janeiro; Dr. Charles A. Hufnagel, Washington, D. C.; 
Dr. Ormand C. Julian, Chicago; Dr. Earle B. Kay, Cleveland; 
Dr. Edward M. Kent, Pittsburgh; Dr. John W. Kirklin, Rochester, 
\linn.; Dr. Rodolfo Kreutzer, Buenos Aires; Dr. Conrad R. Lam, 
Detroit; Dr. Jere W. Lord Jr., New York; Dr. Laurence Miscall, 
New York; Dr. William H. Muller, Charlottesville, Va.; Dr. Gor- 
don Murray, Toronto, Canada; Mr. Rowen Nicks, Auckland, Aus- 
tralia; Dr. Ross Robertson, Vancouver, Canada; Dr. Clemente 
Robles, Lomas, Mexico, D. F.; Dr. William R. Rumel, Salt Lake 
City; Prof. Paul Santy, Lyon, France; Dr. William Scott Jr., 
Nashville, Tenn.; Dr. W. C. Sealy, Durham, N. C.; Dr. Marceu 
Servelle, Paris, France; Dr. Robert R. Shaw, Dallas, Texas; Mr. 
D'Arcy Sutherland, Adelaide, Australia; Dr. Henry Swan, Den- 
ver; Dr. Arthur S. W. Touroff, New York; Dr. Richard L. Varco, 
Minneapolis; Prof. Pietro Valdoni, Rome, Italy; Dr. Arthur Vine- 
berg, Montreal, Canada; Dr. David H. Waterman, Knoxville, 
Tenn.; Mr. Harry Windsor, Sydney, Australia; and Dr. E. J. 
Zerbini, S40 Paulo, Brazil. 
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ILEOCOLITIS 


Harry Yarnis, M.D., Richard H. Marshak, M.D. 


and 


Burrill B. Crohn, M.D., New York 


lleocolitis is a term that has been loosely used to 
describe both specific and nonspecific forms of inflam- 
matory disease involving the terminal ileum and 
proximal part of the colon. Before 1930 practically all 
of these cases were considered as hyperplastic ileocecal 
tuberculosis because segmental colitis and regional 
ileitis were not known. 

Nonspecific ulcerative colitis was long recognized in 
its universal and distal forms since its original descrip- 
tion in 1875 by Wilks and Moxon,’ who named the 
disease after the gross appearance of the colonic 
mucosa. It was not until 1930 that Bargen and Weber * 
described “regional migratory chronic ulcerative 
colitis,” a segmental type of colitis, which began in 
the proximal part of the colon and spread distally, 
usually sparing the lower sigmoid and rectum. In both 
the universal and segmental types of colitis the ter- 
minal ileum is frequently involved by retrograde ex- 
tension due to regurgitation of the infected colonic 
contents through an incompetent ileocecal valve. This 
“backwash” ileitis is found in 24% of cases in universal 
ulcerative colitis, but the incidence is much higher 
in the segmental type, having been reported in 40% 
of 77 cases by Crohn, Garlock, and Yarnis * in 1947. It 
is important to note that the pathological process in 
“backwash” ileitis is ulcerative and exudative in nature 
and confined to the mucosa and submucosa. There is 
no evidence of the sclerosing granulomatous process 
characteristic of regional ileitis. 

Terminal ileitis was originally described in 1932 as 
a granulomatous disease limited distally by the ileo- 
cecal valve without involvement of the cecum or 
proximal part of the colon. However, only two years 
later Colp * published a report of a case in which he 
resected a nonspecific granuloma of the terminal ileum 
and cecum. Subsequently numerous case reports were 





From the Medical Service and the Department of Radiology 
of the Mount Sinai Hospital. 

Read before the Section on Gastroenterology and Proctology 
at the 105th Annual Meeting of the American Medical Associa- 
tion, Chicago, June 12, 1956. 


* Regional ileitis may be associated with ulcerative 
or granulomatous colitis, the diagnosis depending 
upon the amount of fibrosis and scarring as well as 
the presence of giant cell systems and epithelioid 
cells. lleocolitis is a term used to indicate the pres- 
ence of the combined forms, whose presenting 
symptoms are fever, cramps, and diarrhea. Medica! 
treatment should be attempted in all cases, unless 
there are definite indications for surgical therapy 
such as recurrent massive hemorrhage, recurrent 
bouts of intestinal obstruction, or persistent fistulas. 





published of extension of regional ileitis into the prox- 
imal part of the colon. The highest incidence of colonic 
involvement in regional ileitis was reported in 1951 by 
Rappaport, Burgoyne, and Smetana,” who published 
a report of 100 cases of regional ileitis, with extension 
into the colon in 55 instances. However, in many of 
these cases the granulomatous extension into the colon 
was minimal and could be detected only by micro- 
scopic technique. In our experience granulomatous in- 
volvement of the colon in regional ileitis has not been 
common. 

The granulomatous nature of regional ileitis and the 
exudative inflammatory process of the typical case of 
ulcerative colitis is well recognized and undisputed. 
However, there is much disagreement concerning the 
pathology of segmental colitis. On the one extreme, 
Warren and Sommers * regard these two diseases as 
morphologically different and deny the existence of 
granulomatous colitis. On the other hand, Neuman and 
Dockerty* reported 25 resected specimens of seg- 
mental colitis in which there was a nonspecific gran- 
ulomatous process producing a thickening of the entire 
colonic wall. Wells * also published a report of cases 
of segmental colitis that he considered to be a colonic 
type of granulomatous ileitis and described the typical 
microscopic appearance of a granuloma with giant 
cells and epithelioid tubercle formation in the colon. 
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Brooke and Cooke® recently described a form of 
ileocolitis due to dysfunction of the small intestine, 
causing poor fat absorption and steatorrhea. This pro- 
duces superficial ulcerations in the ileum that gradually 
spread through the ileocecal valve to involve the colon. 
It is important to recognize this type of case, because 
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Fig. 1.—Typical terminal ileitis with sinus tracts and fistulas. 


surgical intervention is invariably followed by diffuse 
recurrence due to the progressive nature of the disease. 

At the Mount Sinai Hospital in New York the pa- 
thologists have almost universally reported resected 
specimens of segmental colitis as ulcerative in nature. 
Occasionally reports of cicatricial or hyperplastic colitis 
are encountered. There have been only rare instances 
where regional ileitis was reported to extend into the 
colon. It appears that the diagnosis of an ulcerative 
or granulomatous process depends upon the amount 
of fibrosis and scarring as well as the presence of 
giant cell systems and epithelioid cells. Grossly the 
presence of skip areas in the colon and thickening of 
the colonic wall favor the diagnosis of granulomatous 
colitis. In reviewing many of the specimens reported 
as ulcerative colitis, focal areas containing giant cells 
and epithelioid tubercles were found, so that both 
granulomatous and exudative inflammatory processes 
must be present in the same colon. It is therefore ap- 
parent that in a small number of these combined 
cases the pathological process is occasionally gran- 
ulomatous rather than ulcerative in nature. Whether 
this deviation in pathology has any significance is 
problematical, but it is in this group of cases that the 
interpretation of the type of inflammatory process by 
individual pathologists has differed and caused con- 
fusion. Certainly the clinical course is no different in 
one type than in the other. 

It therefore appears that regional ileitis may be as- 
sociated with ulcerative colitis or “granulomatous” 
colitis. In this paper we will use the term “combined 
ileocolitis” to signify the presence of granulomatous 
ileitis and ulcerative colitis. When granulomatous ileitis 
is combined with granulomatous colitis the term “gran- 
ulomatous ileocolitis” will be used. Furthermore, the 
combinations of these two diseases may take place 
simultaneously (synchronous) or may occur in se- 
quence (metachronous). Thus, if ileitis is designated as 
“E,” and ulcerative colitis as “C,” and granulomatous 
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colitis as “G,” the following variations may occur: F 
pure regional ileitis; C, pure ulcerative colitis; G, pure 
granulomatous colitis; EC, synchronous combined ileo. 
colitis; EG, synchronous granulomatous ileocolitis; 
plus C, primary ileitis to which later ulcerative colitis 
is added; and C plus E, ulcerative colitis that is later 
complicated by ileitis. 

The 60 cases of ileocolitis used in this paper ar 
taken from our private office files and have been col. 
lected over a 26-year period; there are 58 cases of 
combined ileocolitis and only 2 cases that were re. 
ported as granulomatous ileocolitis. However, five 
cases were included in the combined ileocolitis group 
because our pathologist reported the colonic involve- 
ment as ulcerative colitis, despite the presence of 
marked fibrosis and thickening of the wall. It would 
appear that by many pathologists these colonic lesions 
would have been considered* more consistent with 
the diagnosis of granulomatous colitis. In 40 cases 
both ileitis and ulcerative colitis were present at 
the onset of the disease and the combined ileocolitis 
was therefore “synchronous” in origin. In 18 cases 
either ulcerative colitis or ileitis was originally present 
but, after an attempt to cure the original disease by 
surgical intervention, the second disease developed 
This group of cases of combined ileocolitis may be 
called “metachronous” in nature, signifying that the 


Fig. 2.—Right-sided ulcerative colitis with involvement 


terminal ileum ( backwash ileitis ). 


combined diseases succeeded or followed each other. 
There were two cases of granulomatous ileocolitis, 
one with extensive involvement of the colon including 
the rectum and the second with a granulomatous 
process localized to the ascending colon. 
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Although ulcerative colitis and regional enteritis 
have different pathological pictures, they appear to 
he related diseases clinically, causing somewhat sim- 
ilar symptoms and occurring more frequently in the 
younger age groups. There were 27 females and 33 
males in our series of cases. The most frequent onset 
occurred in the second and third decades, with the 
clinical course in two cases beginning at the age of 
9 years. However, in one case a man was 70 years of 
age at onset. 

The anatomic distribution of the involved segments 
in ileocolitis may be so variable and heterogenous as 
o make an exact classification impossible. For practical 
purposes the 42 cases of synchronous ileocolitis are 
livided into the following groups: terminal ileum and 
ascending colon, 18 cases; terminal ileum and trans- 
erse colon, 2; terminal ileum and distal part of colon, 
5: terminal ileum and entire colon, including rectum, 
]: ileum, jejunum, and entire colon to sigmoid, 5; and 
terminal ileum and entire colon to sigmoid, 11. The 18 
ases of metachronous ileocolitis are divided into two 
croups. In 13 instances the primary disease was in the 
erminal ileum and, after an ileotransverse colostomy 
vas performed for the cure of the original disease, 
ilcerative colitis developed. In five cases the primary 





Fig. 3.—Regional enteritis with granulomatous colitjs to the 
epatic flexure ( granulomatous ileocolitis.). 


isease was ulcerative colitis involving the entire 
roximal part of the colon, excepting the rectum and 
gmoid; in four of these cases granulomatous ileitis 
eveloped after subtotal colectomy and ileosigmoidos- 
my had been performed. In one case an ileostomy 
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was required after the original ileosigmoidostomy had 
been carried out. After this the patient developed a 
granulomatous jejunitis and five years later a gran- 
ulomatous ileitis. 


Roentgenographic 


In each of the cases described above, regional enter- 
itis was present, associated with an inflammatory lesion 


in the colon. The characteristic findings of regional 





Fig. 4.—Right-sided ulcerative colitis with regional enteritis. 


enteritis were unaffected by the inflammatory disease 
in the colon, whether ulcerative or granulomatous, and 
presented the alterations described in various articles,'” 
consisting of narrowing of the intestinal lumen, rigidity, 
ulceration of the mucosa, inflammatory polyps, skip 
areas, fistulas, and separation of the involved intestinal 
loops due to thickening of the intervening mesentery 
and enlarged lymph nodes (fig. 1). Marked stenosis of 
the distal part of the ileum associated with proximal 
dilatation was present in 16 cases. In the majority of 
cases, the inflammatory process was confined to the 
distal part of the ileum. In five cases a diffuse jejuno- 
ileitis was present. In most cases the exact extent of 
the involvement of the ileum could be stated fairly 
accurately; however, in several cases numerous fistulas 
and sinus tracts resulted in matting together of the 
loops of intestine, and it was difficult to state, with any 
degree of accuracy, the exact extent of involvement. 
It is important to differentiate regional ileitis from so- 
called backwash ileitis, which may be associated with 
diffuse ulcerative colitis or segmental colitis (right- 
sided ulcerative colitis). In backwash ileitis (fig. 2) 
the narrowing of the intestinal lumen was not as marked 
as when there was granulomatous involvenent. The 
mucosa usually presented minimal ulceration, fistula 
formation was rare, skip areas were noi seen, and 
marked separation of the intestinal loops was not 
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usually observed. In some of these cases, however, the 
ulceration of the mucosa was marked and considerable 
spasm with a “string sign,” such as has been noted in 
regional ileitis, was observed. This finding was unusual, 
and the degree of narrowing and rigidity usually seen 
with regional enteritis associated with proximal dila- 
tation was absent. 

Although the granulomatous nature of the lesion 
in the ileum could be identified fairly accurately, it 
was difficult to determine radiologically whether the 
alterations in the colon were ulcerative or granulom- 
atous in nature. In cases where there was an associated 
granulomatous colitis the findings in the colon were 
usually limited to a short segment that extended ap- 
proximately to the hepatic flexure and _ strikingly 
resembled the lesion in the ileum, in that there was 
marked narrowing and rigidity (fig. 3). Skip areas in 
the colon were occasionally observed. Fistula forma- 
tion and marked ulceration were uncommon in gran- 
ulomatous colitis. 

When the lesion in the colon was diffuse, extending 
to the splenic flexure and mid-descending colon, the 
process was usually due to and resembled ulcerative 
colitis, in that there was slight to moderate rigidity 
and absent or distorted haustral marking (fig. 4). 
Ulceration of the mucosa was more frequent with 
and without inflammatory polyps. Shortening of the 
colon is a more common feature in ulcerative rather 
than granulomatous colitis. Stricture formation can 
occur in both ulcerative and granulomatous disease. 
In many instances, it was impossible to state the exact 
extent of the inflammatory process in the colon, and 
specific roentgenographic findings to differentiate 
ulcerative colitis from granulomatous colitis were not 
available. It would appear reasonable to assume, in 
the cases in which typical regional ileitis is associated 
with involvement of a short segment of colon in con- 
tinuity, that the colitis is granulomatous in nature, 
especially since the lesions in the colon have such a 
striking resemblance to the lesions in the ileum. How- 
ever, in the one case where there was a typical ter- 
minal ileitis associated with a diffuse granulomatous 
colitis, the x-ray appearance in the colon could not 
be differentiated from ulcerative colitis. 

In the colon, the exact termination of the disease 
could not always be determined. At operation and 
pathologically, ulceration was present that was not 
seen radiologically. Not infrequently on the roentgeno- 
grams, the lesions appeared sharply demarcated; 
however, pathological examination revealed further 
distal ulceration, though to a minimal degree. 

Clinical Aspects 

Fever, cramps, and diarrhea are the presenting 
symptoms of ileocolitis. The fever is present during 
the active phases of the disease, with temperatures 
frequently ranging from 101 to 103 F (38.3 to 39.5 C), 
but in the acute- cases with high toxicity they may 
reach as high as 106 F (41.1 C). Leukocytosis with 
polynucleosis corresponds to the fever, with leuko- 
cyte counts ranging from 12,000 to 16,000 per cubic 
millimeter and occasionally reaching 20,000. However, 
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counts below 10,000 per cubic millimeter with a high 
polynucleosis and many young unsegmented poly- 
morphs with toxic granulations are frequently found 
in the acute cases. The sedimentation rate corresponds 
to the fever and leukocytosis but usually remains 
elevated during the afebrile periods until the inflam- 
mation completely subsides. Foul diarrhea with or 
without bloody stools and cramps is usually present 
but the tenesmus and rectal urgency found in universal 
ulcerative colitis are absent. In four cases there was 
an absence of diarrhea and even constipation was 
noted. Gross hemorrhage was present in nine instances 
and was massive, producing shock, in three cases. 
Melena was noted in two cases. 

Anorexia and weight loss are progressive during 
the recurrences, and in extreme cases losses of more 
than 50 Ib. (23 kg.) may occur, producing cachexia 
and malnutrition. Glossitis, rhagades, and other signs 
of vitamin B deficiency are frequent. Deficiency of 
vitamin K, causing prolonged prothrombin time, is 
found in the more severe cases. Secondary anemia is 
consistently present, with hemoglobin levels ranging 
between 9 and 10 Gm. per 100 cc. Hypoproteinemia 
may be mild, with blood protein values up to 6 Gm. 
per 100 cc., but in the more extensive cases the pro- 
tein values may drop to 4 Gm., with a marked de- 
crease in the serum albumin. Nutritional edema was 
only occasionally observed. Hypocalcemia and tetany 
were observed in only two cases. Arthritis was present 
in 16 instances and usually involved the large joints. 
An associated duodenal ulcer was present in five 
patients. 

An abdominal mass was palpable, usually in the 
right lower quadrant, in 24 cases. Splenomegaly was 
noted in three instances, and clubbing of the fingers 
was present in four cases. Erythema nodosum occurred 
five times in the lower extremities, and stomatitis with 
ulcerative pharyngitis twice. Phlyctenular conjuncti- 
vitis was noted once. Intestinal obstruction causing 
abdominal distention and fluid levels in the small 
intestine occurs rarely and usually subsides after 
intestinal intubation. 

Internal fistulas, originating in the diseased terminal 
ileum and extending to the cecum and other parts 
of the colon, existed in eight cases, and in one instance 
a jejunoileal fistula occurred. External fecal fistulas, 
opening on the anterior abdominal wall, complicated 
seven cases. Four of these fecal fistulas were secondary 
to a perforated ulcerative colitis of the sigmoid, and 
two fistulas originated in the terminal ileum. Rectal 
complications were frequent. Perirectal abscesses and 
fistulas were present in 23 cases; 4 cases were associ- 
ated with rectovaginal fistulas, and in one male there 
was a deep rectourethral fistulous tract. 


Medical Therapy 


Medical treatment should be attempted in all cases 
of ileocolitis unless there are definite indications for 
surgical therapy, which will be discussed subsequently. 
The essential part of the therapy in acute stages con- 
sists of supportive therapy, including bed rest, bland 
low-residue diet, fluids given intravenously, and plasma 








\ol. 164, No. 1 


or blood administered whenever necessary. Injections 
of crude liver extract and vitamins are also essential. 
The insoluble sulfonamides and antibiotics such as 
tetracycline, dihydrostreptomycin, and neomycin are 
used to combat secondary infection. Penicillin is of 
no value for the treatment of this disease and _ its 
complications. However, steroid therapy has been of 
definite value and is especially effective in the acute 
stages of high fever and intoxication. This is best ad- 
ministered in the form of corticotropin (Acthar) gel 
parenterally or in the newer long-acting zinc corti- 
cotropin preparations that need to be administered 
only once in 48 to 72 hours. Once the desired im- 
provement is obtained, the steroid therapy may then 
be continued with prednisone (Meticorten) or hy- 
drocortisone (Hydrocorten ) orally. In many instances 
results of the oral use of steroids are disappointing be- 
cause of their poor absorption. One patient with dif- 
fuse disease of the small and large intestine made a 
remarkable recovery, gaining 30 Tb. (14 kg.), and was 
able to resume his work as a mail carrier after treat- 
ment with corticotropin gel. However, he must con- 
tinue a maintenance dose of 10 units of corticotropin 
gel daily to prevent the recurrence of his symptoms. 
Another patient, 70 years of age, with high temper- 
ature, marked intoxication, and erythema nodosum 
of the legs became asymptomatic after six injections 
of corticotropin. 

Of the 18 patients treated medically, one is cured, 2 
are well, 5 are improved, and 8 continue to have fre- 
quent recurrences and are in a chronic state of malnu- 
trition. One patient died at the age of 70, and one 
patient was lost to follow-up. The patient who was 
cured had a typical terminal ileitis with concurrent 
involvement of the transverse colon. He was treated 
with nonspecific protein shock therapy with use of 
typhoid vaccine given intravenously. He made a 
dramatic response, and four years later x-rays revealed 
a normal mucous membrane throughout the entire 
colon and a slight distortion of the terminal ileum. 
Now, 18 years after the original illness, the man is well. 

Surgical Management 

In this series 42 patients were treated surgically, 
with multiple operations being required in most in- 
stances. The surgical approach to the treatment of 
ileocolitis presents numerous and complex problems, 
even to the most experienced surgeon. In gener], 
surgical intervention is most successful where the dis- 
ease is localized to the distal part of the ileum and 
proximal part of the colon and the patient has not 
responded to medical therapy. Local palliative resec- 
tions of stenotic diseased areas of ileitis and jejunitis 
are frequently necessary when intestinal obstruction 
exists. Occasionally massive resections of the colon and 
small intestine have been necessary because of ex- 
sanguinating hemorrhage or progressive disease. 

Synchronous Ileocolitis—There were 24 cases of 
synchronous ileocolitis. In 12 of these cases the disease 
‘vas limited to the terminal ileum and ascending colon. 
\leocolic resection was performed in nine and a short- 
circuiting procedure (ileotransverse colectomy ) in the 
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other three instances. Results were good in five cases 
and poor in six due to recurrent disease, and one pa- 
tient died after a secondary resection. 

In the remaining 12 cases, one patient had an ileo- 
sigmoidostomy with transection of the ileum for ter- 
minal ileitis and transverse colitis; he is well and 
weighs 190 Ib. (86 kg. ). In two cases of terminal ileitis 
and proctitis an ileotransverse colostomy was per- 
formed, followed by progression of the colitis with 
perianal abscesses finally necessitating ileostomy. In 
six cases, ileocolic resection and ileosigmoidostomy 
were performed for terminal ileitis and right-sided 
colitis. Four of these patients required ileostomy after 
the rectum became involved. One patient is improved; 
one is in poor condition due to recurrent disease. 

One case of terminal ileitis was associated with a 
granulomatous colitis involving the entire colon, in- 
cluding the rectum. Exactly one vear prior to the time 
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Fig. 5.—Terminal ileitis with fistulas and skip areas, Regional 
colitis with pseudopolyps. 


of writing, a total colectomy and resection of the ter- 
minal ileum was performed at one stage, and the 
pathological specimen revealed typical granulomatous 
ileitis associated with a thickened colon containing 
giant cell systems and epithelioid tubercles, suggesting 
the diagnosis of granulomatous colitis; the patient 
made an uneventful recovery and gained 40 Ib. (18 
kg. ). 

In two cases there was a diffuse ileojejunitis associ- 
ated with an ulcerative colitis involving the entire colon 
excepting the rectum. In one patient an ileosigmoidos- 
tomy and subtotal colectomy were performed. How- 
ever, he continues in poor nutrition with acute exacer- 
bations of fever and diarrhea due to the residual 
ileojejunitis. The second patient has been observed 
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for 18 years and presents the life history of ileojejunitis 
and right-sided colitis with the gradual progression of 
the disease to involve the entire colon. In this patient 
the clinical course began with a terminal ileitis and 
proximal colitis at the age of 20 years; subsequently 
he developed a diffuse ileojejunitis with a gradual 
extension of the colitis to involve the entire colon, 





Fig. 6.—Lleosigmoidostomy with recurrent granulomatous ilei- 
tis after resection for right-sided ulcerative colitis (metachronous 
ileocolitis ). 


including the rectum. Over the course of 16 years, 
multiple resections of the smal] and large intestine 
were performed, and at present he is left with an 
ileostomy situated 7 ft. from the ligament of Treitz. 
His serum electrolytes and hemoglobin are stabilized 
at normal levels. His weight is constant, and he is re- 
stored to working efficiency. A typical granulomatous 
ileitis was reported by pathological examination of the 
specimen; the ascending colon revealed a chronic 
“hyperplastic” and polypoid colitis (fig. 5). The re- 
maining parts of the transverse and descending colon 
including the rectum revealed a typical chronic ulcera- 
tive colitis. 

Metachronus Ileocolitis—There were 18 cases of 
metachronous ileocolitis. Thirteen of these began ini- 
tially with terminal ileitis, and ulcerative colitis devel- 
oped after an ileotransverse colostomy with or without 
ileocolic resection had been performed. In one case 
the secondary colitis was restricted to the transverse 
colon, and after a subsequent resection the patient 
was well. A second patient after a short-circuiting pro- 
cedure for terminal ileitis developed diffuse ulcerative 
colitis, but his disease has been in a continuous remis- 
sion for the past three vears. In two other patients who 
had an ileocolic resection for ileitis, results are fair 
due to a mild but persistent ulcerative colitis. In one 
case death followed infection with clostridia; one 
patient was lost to follow-up. The remaining seven 
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patients who originally had terminal ileitis developed 
a subsequent ulcerative colitis after surgical interven. 
tion for the cure of the ileitis. In all eight patients the 
subsequent ulcerative colitis has been severe, requiring 
ileostomy in three instances. One of the latter cases 
began with a terminal ileitis when the patient was 28 
vears of age. After an ileotransverse colostomy and sub. 
sequent ileocolic resection including 4 ft. of diseased 
terminal ileum, there was marked improvement for 
seven years. He then developed increased diarrhea as- 
sociated with chills and fever; barium enema three 
years ago revealed ulcerative colitis involving the sig- 
moid and lower part of the descending colon. Despite 
intensive treatment, including steroid therapy, his 
course was downhill, and resection of the entire distal 
part of the colon, including the rectum, was required 
for severe advanced ulcerative colitis causing massive 
hemorrhage. At present the ileostomy drainage aver- 
ages 3 liters, but the patient’s weight is stabilized at 
130 Ib. (59 kg.) and his blood electrolytes are within 
normal range without intravenously given supple- 
ments. 

The other five cases of metachronous _ ileocolitis 
began with right-sided ulcerative colitis for which 
ileosigmoidostomy and subtotal colectomy were per- 
formed. The resected terminal ileum in two of these 
cases was normal and in the other three cases presented 
the typical “backwash” ileitis. Within five years a true 





Fig. 7.—Granulomatous ileitis with skip area proximal to ile- 
ostomy. 


granulomatous ileitis developed in four of these pa- 
tients in the new termial ileum proximal to the site of 
the ileosigmoidostomy. Of these four patients, two 
required subsequent ileostomy due to rectal com- 
plications and are well now. The third patient 
developed mild proctitis and duodenal ulcer. The fourth 
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case is significant because granulomatous ileitis re- 
curred twice after resection for right-sided ulcerative 
colitis and yet the sigmoid and rectum are still per- 
fectly normal. This patient is now 28 years of age; at 
the age of 18 she underwent a subtotal colectomy and 
ileosigmoidostomy for right-sided ulcerative colitis 
with a fecal fistula to the abdominal wall. Five years 
later she developed recurrent symptoms and _ radio- 
craphic studies (fig. 6) revealed a typical granuloma- 
tous ileitis proximal to the ileosigmoidostomy; 46 cm. 
of terminal ileum was resected and granulomatous ilei- 
tis with fistula formation was revealed. She had a 
normal full-term pregnancy three years ago; however, 
during the eighth month of her second pregnancy she 
had a recurrence of fever and diarrhea, and at the time 
of cesarean section 16 months ago acute ileitis was seen 
proximal to the site of the anastomosis. Because of 
recurrent intestinal obstruction, 18 in. of granuloma- 
tous ileitis was resected three months ago. The 
patient now weighs 115 Ib. (52 kg.), has only three to 
four stools a day, and is an active housewife despite 
the presence of a high ileosigmoidostomy. 

The fifth patient, with a subtotal colectomy and 
ileosigmoidostomy for right-sided ulcerative colitis, 
developed proctitis requiring ileostomy. At this time 
a segment of granulomatous jejunum 18 in. in extent 
was resected. Six years later she developed granu- 
lomatous ileitis involving the terminal 24 in. of ileum 
immediately proximal to the site of the ileostomy (fig. 
7). Both the jejunitis and the ileitis were typically 
granulomatous, containing skip areas, and did not 
resemble the superficial ulcerative ileitis frequently 
seen after ileostomy. This ulcerative ileitis is prone to 
occur when there is stenosis of the ileostomy stoma 
causing obstruction. We have seen this complication 
five times. In addition we have had two patients in 
whom ileostomy was performed who developed a 
severe necrotizing diffuse ileojejunitis with a fulminat- 
ing course complicated by massive hemorrhage and 
having a fatal outcome within 48 hours. 


Prognosis and Results 


Of the 18 patients treated medically, 3 are well and 
5 are improved, but 8 are in poor condition, with fre- 
quent recurrences. One patient died and one patient 
was lost to follow-up. Results in the 42 surgical cases 
can be considered good in only 10 patients, 7 are im- 
proved, 20 are poor, 2 died, and 3 patients are lost to 
follow-up. In 13 of the surgical cases, patients even- 
tually required ileostomy. As expected, the prognosis in 
the combination of these two severe inflammatory 
diseases is poor. When the disease remains localized to 
the terminal ileum and small segments of the colon, the 
results are generally good. Many of these patients in 
our series had complicated cases and had been referred 
to our office after previous unsuccessful attempts at 
medical or surgical cure. 

After 25 years of experience in handling these com- 
plicated cases of combined ileocolitis, one learns the 
value of a conservative medical approach. Expectant 
therapy should be the treatment of choice unless there 
are urgent surgical indications such as recurrent mas- 
sive hemorrhage, recurrent bouts of intestinal obstruc- 
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tion, or persistent fistulas. We have found steroid 
therapy, especially in the form of corticotropin injec- 
tion, of definite value in causing remissions and main- 
taining sustained improvement. The best surgical re- 
sults in our series were obtained when the patients 
had been observed for a long period of time and the 
disease remained localized to the distal part of the 
ileum and proximal part of the colon. Recurrences 
have tollowed invariably when the patient was oper 
ated on during the diffuse stages and the surgeon was 
unable to delimit the segments of involved disease 
In the presence of diffuse disease, multiple resections 
of localized segments causing active symptoms will 
often bring about marked remission and slowly enable 
the remainder of the intestine to take over the absorp 
tive function. However, in some instances massive re 
sections of the small and large intestine may be neces- 
sary; these are now possible with satisfactory results 
after preoperative preparation with multiple transfu- 
sions and antibiotics. 

In these confusing, complicated, often bewildering 
forms of combined disease (ileitis and colitis or ileo- 
colitis), no absolute rule can be laid down for the 
approach to surgical therapy. Every case must be con- 
sidered on an individual basis, since there are so many 
various and so many possible combinations of the dif- 
ferent factors. Where medical therapy fails; where 
fistula formations, abdcminal masses, perirectal ab- 
scesses, and fistulas persist; where gross massive hem- 
orrhage or small obstruction of the small intestine 
supervenes, one has no choice but to ask for radical 
surgical interference. And this in face of the fact that 
radical surgical intervention seems to offer little but 
amelioration and is so often followed by disappointing 
recurrences or by spread of the disease to new ana- 
tomic territories. Medical cures or permanent cures 
under conservative therapy are very few. 

1075 Park Ave. (28) (Dr. Yarnis). 
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CHANGES IN CIRCULATION CONSEQUENT TO MANIPULATION 
DURING ABDOMINAL SURGERY 


Angelo G. Rocco, M.D. 


and 


Leroy D. Vandam, M.D., Boston 


During anesthesia for abdominal surgery, changes 
in blood pressure and respiration are frequently de- 
tected as exploration of the abdomen is performed. 
The existence of such reactions has been known for 
a long time. Ransohoff,' in 1908, was among the first 
to record changes in the blood pressure during 
manipulation of the upper abdominal viscera in man 
and in animals. Recently, Reeve and co-workers * have 
accurately described the respiratory responses to the 
same type of manipulation. The specific stimuli, areas 
responsive, and pathways of the supposed reflex re- 
sponse were described by these authors. In our clinic, 
arterial hypotension that is coincident with the sur- 
geon’s initial exploration of the abdomen has been 
seen frequently. In a one-year period, 92 patients, or 
17.5% of 526 who underwent laparotomy, exhibited 
noticeable falls in blood pressure. Although changes 
in the pulse rate were less obvious than falls in blood 
pressure, bradycardia was not an unusual finding. 
Since these changes in circulation sometimes occurred 
in poor-risk patients, and could contribute to post- 
operative mortality and morbidity, we decided to 
investigate these phenomena more closely. This paper 
is an account of our efforts to discern the frequency 
and magnitude of, as well as the stimuli responsible 
for, the circulatory changes. 

Material and Methods 

During the year 1955, whenever possible, patients 
undergoing abdominal surgery were studied for cir- 
culatory responses to abdominal manipulation. Sixty- 
eight patients comprised the group studied; 38 were 
women and 30 were men. All categories of physical 
status were represented (table 1). Information about 
the anesthetics given and the types of operations 
performed may be seen in table 2. The anesthetics 
were given intratracheally in most cases, and by anes- 
thetists of varying experience. 

In all patients, continuous observation of the 
brachial blood pressure was made by means of a 
Statham P23D strain gauge ** attached to a 19-gauge 
intra-arterial needle, and the information was _re- 
corded on a direct-writing Sanborn twin-viso elec- 
tronic recorder. The base line of the recording was 
checked repeatedly for constancy by reference to 
the pressure of a water column maintained at heart 
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* The cardiovascular responses to manipulation of 
the abdominal viscera were studied in 68 patients 
undergoing laparotomy. The anesthesia most fre- 
quently used was nitrous oxide in combination with 
ether and other agents, and continuous recordings 
were made of the pressure in the brachial artery, 
the electrocardiogram, electroencephalogram, and 
intrathoracic pressure. The common response, ob- 
tained in 55 patients, was arterial hypotension with 
or without bradycardia. No one area or maneuver 
could be depended on to elicit this response. It was 
not explained by purely mechanical factors such as 
occlusion of veins. It appeared to be a reflex re- 
sponse to the stimulation of localized receptors, 
which must be assumed to be more frequent in the 
upper part of the abdomen and on the parietal, 
rather than the visceral, peritoneum. 





level. Mean arterial blood pressures were obtained 
electronically in most cases and, in a few, by plani- 
metric integration under the arterial curve. In 28 
cases, lead 2 of the electrocardiogram was recorded 
simultaneously with the blood pressure recording. 
Separate electrocardiographic tracings were taken in 
22 other cases. 

Since the possibility existed that changes in circu- 
lation might be secondary to alterations in intra- 
thoracic pressure, the recording of data on respiratory 
activity was followed by the recording of intraeso- 
phageal pressure. Esophageal pressures approximate 
intrathoracic pressures. The device employed was that 
recommended by Dr. Jeremiah Mead, of Harvard 
University School of Public Health. A plastic catheter, 
such as is ordinarily used for nasal administration of 
oxygen, was passed into the esophagus and connected 
to a Statham P23D strain gauge. The pressures were 
recorded alternately with the electrocardiogram. 

Another possible explanation for the development 
of arterial hypotension lay in the increasing depth of 
anesthesia as surgical exploration was carried out. 
This is the time when maximal muscular relaxation 
is needed and anesthetic depth is greatest. To make 
certain of the constancy of anesthetic depth, in 25 
cases electroencephalographic monitoring of the level 
of anesthesia was carried out with fronto-occipital 
leads on a Grass electroencephalograph. 

The aforementioned recordings were started early 
in the course of anesthesia. Correlations were made 
between changes in the records and activity in the 
surgical field. When the peritoneal cavity was entered, 
a deliberate series of maneuvers was carried out to 
ascertain the effective stimuli and the areas respon- 
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sible for development of the expected circulatory 
changes. Accordingly, the surgeon rubbed localized 
areas of the parietal and visceral peritoneum with a 
small ball sponge as discretely as possible. Traction 
on the mesenteries, pressure in the area of the celiac 
plexus, traction on the gallbladder and stomach, and 
occlusion of the portal and caval veins were the other 
stimuli applied. These stimuli had been implicated 
previously by others.” 


TaBLe 1.—Age, Sex, and Physical Status of Patients Studied for 
Abdominal Vascular Reflexes 


Physical Status* 





Age Group Men Women 1 2 3 4.5.6 

2-29 1 3 1 3 

30-39 1 2 3 

40-49 5 5 5 3 2 

50-59 9 . 3 6 7 1 

60-69 13 10 4 12 6 1 

70-79 1 8 3 6 

80 and over 2 1 1 
Total 30 38 16 27 22 3 


* Graded according to Saklad: Anesthesiology 2:281, 1941. 


Results 


Blood Pressure.—_In 55 of the 68 patients stud- 
ied, arterial hypotension was observed in relation to 
abdominal manipulation. Only in one case was hyper- 
tension seen, and this during upper abdominal ex- 
ploration in a patient undergoing a pelvic operation 
under spinal anesthesia. Eleven patients showed 
negligible drop in blood pressure. 

In the 44 remaining patients, hypotension was 
moderate to marked. Systolic pressure falls were from 
25 to 50% of the immediate prestimulation level. The 
diastolic pressures likewise fell, but to a lesser degree. 
Thus, the mean arterial pressures fell in 44 cases. 
When measured electronically or planimetrically, the 


TABLE 2.—Anesthetics Given and Operations Performed During 
Study of Abdominal Vascular Reflexes 


Anestheties No. 
Nitrous oxide, ether, and combinations with other agents............. 34 
Cyclopropane and combinations with other agents.................... 15 
Spinal anesthesia and other conduction anestheties..................-- 13 
Witrous OubGe, CHIGHOUNEAL, GRE CUTOTE. .occciccccccosccccesesccecocescces 4 
GEBGTAL GUSSTHONIE SNE BIPOCHSTINA.... cc ccccscccsvccccccccccesovccces 2 

EE card nce ace wade eka wees e Pe caueeen Sens teense eer sarees 68 


Operations 


ne Sy ID NO oe cies saawaseesneteneecdsensabeunees 31 
EE Gh nctecnadsanddaninecesen ebeeddssesesesendeiesse beneseseeiten 3 
CURSE CE DOROMINR) GQHOTHTIOUS. «oo osc cc cccvcccsvvcseccesccsovccsoes 6 
ne) II lc ss cus hun Se Mhaes babes esbieegueneens 6 
Lower abdominal (gynecologic and intestinal)................eeeee0es 22 

MEE <cicadnaok so Wetab kus BeNaee RUE SEINE Rete btw EN adnan 6x 


average fall in mean pressure in 26 patients was 53 
mm. Hg. On the whole, the higher the initia] blood 
pressure the greater was the relative fall in systolic, 
diastolic, and mean pressures. It may be significant 
that there was a tendency for the hypotension to be 
more profound in the patient whose physical status 
was poor. The maximum drop in blood pressure that 
was observed took place, with exploration, in a 58- 
year-old man who had essential hypertension and 
who was undergoing a partial hepatectomy and trans- 
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verse colectomy for carcinoma. The anesthetics con- 
sisted of nitrous oxide and ether, followed by 
deliberate induction of hypothermia to a level of 
81 F (27.2 C). The blood pressure fell from 200/105 
to 42/20 mm. Hg in less than three minutes with 
manipulation. 

Relation of Blood Pressure Changes to Nature of 
Stimuli—The manner in which hypotension was pro- 
duced is interesting. In some cases the change seemed 
to be clearly reflex in origin. That is, with manipula- 
tion, with little likelihood of interference with venous 
return to the heart, and with no change in the depth 
of anesthesia or accompanying respiratory phenomena, 
the blood pressure began to fall within a matter of 
seconds, or within as few as five pulse beats. A typical 
response may be seen in figure 1. A response of this 
type occurred with application of towels to the 
peritoneal margins in the incision, with stroking the 
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Fig. 1.—Continuous arterial blood pressure (upper tracing ) 
and esophageal pressure (lower tracing) in 52-year-old woman 
undergoing cholecystectomy with nitrous oxide and ether. At A 
parietal peritoneum of upper anterior abdominal wall was stroked 
with small ball sponge. Within two seconds, B, systolic and 
diastolic pressures fell. Maximum fall was 15 mm. Hg systolic 
and 5 mm. Hg diastolic. Duration of hypotension was eight 
seconds. There was no change in esophageal pressure. 





parietal peritoneum of the anterior abdominal wall 
in a limited area, or with the initial insertion of the 
surgeon’s hand into the abdominal cavity. In some 
individuals these same stimuli failed to produce the 
effect. The reflex fall of pressure in most cases 
amounted to 20 mm. Hg systolic and 6 mm. Hg 
diastolic over a period of 8 to 15 pulse beats and 
was transient even if the initial stimulus was con- 
tinued. Repeating the stimulus in another area repro- 
duced the same response. The most sensitive areas 
in this regard were the anterior parietal peritoneum 
of the upper abdomen, whereas the surfaces of liver, 
stomach, and viscera were insensitive. 
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In other cases, although a reflex fall in blood pres- 
sure seemed likely, contributing factors could not be 
eliminated, The fall in blood pressure was of greater 
magnitude, more prolonged, and failed to return to 
the previous level in these cases. A step-wise drop 
in pressure, shown in figure 2, was detected in some 
of the records. Where the hypotension was marked 
and persistent and a threat to the patient's welfare, 
we found that the intravenous injection of atropine 
was beneficial if the pulse rate was slow. Various 
measures, such as decreasing the depth of anesthesia, 
administering sympathomimetic amines, and refrain- 
ing from surgical activity, brought the pressure back 
to safe levels in the cases in which the pulse rate was 
not slow. Displacement of the liver, insertion of the 
hand into the peritoneal cavity and movement of the 
hand from one area to another, placement of packing, 
evisceration, and retraction of the wound edges pro- 
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Fig. 2.—Continuous arterial blood pressure and electrocardio- 
ori o Ry recordings in 70-year-old woman undergoing chole- 
cystectomy and exploration of the common bile duct with nitrous 
oxide, ether, and curare. At A, a hand was inserted in abdominal 

cavity. Blood pressure fell within two seconds and continued to 
fall in step-wise manner. There was no change in electrocardio- 
gram. 


duced hypotension. Deliberate traction on the mesen- 
teries of the intestine and stomach failed to produce 
hypotension in several cases. Likewise, stimulation of 
the celiac plexus was ineffective. Clamping the gall- 
bladder wall and applying traction on this viscus 
failed, but, even with care taken to avoid obstructing 
the portal and caval veins, exploration in the common 
duct region produced a marked response. Of eight 
patients in whom the vena cava was occluded, four 
showed no effect and four showed minimal changes. 

Electrocardiographic Findings.—The electrocardio- 
graphic changes observed from the analysis of lead 2 
were by no means as frequent or uniform as the 
changes in blood pressure. Of the 50 patients studied, 
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17 exhibited auriculoventricular dissociation with nod- 
al rhythm, or nodal rhythm alone. These abnormali- 
ties were associated with a variety of factors in most 
cases; principally, deeper levels of anesthesia and ab- 
dominal manipulation. Practically all were coincident 
with arterial hypotension. Ether was the common 
anesthetic agent. More specifically, changes in the 
pacemaker were coincident with intubation of the 
trachea, the hypothermic state in two patients, and 
arterial hypotension under spinal anesthesia. Whether 
the changes in the pacemaker were reflexly produced, 
secondary to a decrease in coronary arterial blood 
flow, or partially responsible for the hypotension can- 
not be stated. 

It would be significant, from the standpoint of ex- 
plaining the reflex origin of the hypotension, if slow- 
ing of the ee ad and bradycardia were commonly 
seen, Actually 22 patients evinced a slowing of the 
pulse rate, 27 oie red no change, and 6 responded 
with an increase. In some cases, slowing of the pulse 
was coincident with hypotension; in other cases, slow- 
ing of the pulse followed hypotension. In all of these 
the changes took place with manipulation. The pulse 
rate changes lasted as long as the hypotension. The 
minimal slowing was 10 beats per minute, with 
maximum fall in rate of 36 and an average fall of 16. 
In five cases, the proportions of bradycardia were 
reached. The most marked slowing of the pulse took 
place in two patients with hypotension who were 
under spinal anesthesia. While bradycardia is a com- 
mon phenomenon during spinal anesthesia, both the 
hypotension and change in pulse rate took place in 
response to a definite surgical maneuver. This suggests 
a sudden reflex alteration in the circulation, a phenom- 
enon that has been well documented.” 

A decrease in the amplitude of the T wave and ele- 
vation or depression of the S-T segment were seen in 
25 instances in association with manipulation and hy- 
potension or, at other times, in the course of anesthesia 
and operation. In only one instance was the change 
pronounced enough to suggest myocardial ischemia. 
Bearing in mind that only one lead was under obser- 
vation, this is still striking, in view of the magnitude of 
the hypotension seen in some cases. No instance of 
postoperative myocardial infarction was observed in 
the group studied, although routine electrocardio- 
grams were not taken postoperatively to detect silent 
infarcts. Two individuals in whom electrocardiograms 
were taken postoperatively showed T wave and S-T 
segment changes not present beforehand. 


Comment 


The function of anesthesia is to block out undesir- 
able reflex responses to surgical manipulation. Ordi- 
narily this implies that the patient's reflex response to 
pain should be obtunded and that reflex changes in 
muscle tone should be minimized to provide relaxa- 
tion. Despite the attainment of these objectives in 
most instances, other undesirable responses are re- 
sponsible for many of the difficulties encountered dur- 
ing anesthesia. While skillful management and choice 
of agents can eliminate some of these, we are not cer- 
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tain that all can be eliminated. In the respiratory 
sphere, breath-holding, bronchospasm, forced expi- 
ration, laryngospasm, and hiccough can be trouble- 
some responses to surgical activity, particularly if a 
light plane of anesthesia is desired. Circulatory re- 
sponses may follow those of the respiration or be elic- 
ited purely as arterial hypertension, hypotension, or 
changes in pulse rate and rhythm. We have chosen to 
study the adverse circulatory response to intra-abdom- 
inal manipulation because of its common occurrence 
and possible relation to postoperative complications. 

The common response to intra-abdominal manipu- 
lation was arterial hypotension, often associated with 
bradycardia. The large percentage of patients with 
hypotension found in this study contrasts with the 
usually observed clinical incidence. The difference is 
due, probably, to the methods employed to detect cir- 
culatory change. Our general impression about hypo- 
tension occurring in response to manipulation is that 
it is solely reflex in nature in some cases and is accen- 
tuated by additional factors in others. Although hypo- 
tension was elicited without change in the depth of 
anesthesia, as evidenced by the electroencephalograph, 
the greater the depth of anesthesia the more profound 
was the fall in pressure. We could discern little differ- 
ence in effect among the various anesthetics employed, 
though the series was heavily weighted with cases in 
which ether was used. Too few spinal and local anes- 
thetics were employed to allow speculation as to the 
reflex pathways involved. Work is continuing in this 
sphere, both in man and in laboratory animals. The cir- 
culatory changes were not related to changes in intra- 
thoracic pressure, A great many different stimuli have 
been implicated in the genesis of these changes. Mes- 
enteric traction, celiac plexus stimulation, common bile 
duct manipulation, and occlusion of the great veins 
have been mentioned.* It must be conceded that in 
few of these prior studies had care been taken to avoid 
simultaneous stimulation of other receptor zones. We 
cannot provide statistically valid evidence to show 
which stimulus or which area of the abdomen stimu- 
lated may be most responsible. The impression gained 
is that tissue deformation is the basis of all stimuli, that 
the parietal peritoneum is far more sensitive than the 
visceral, and that that of the upper abdomen is par- 
ticularly sensitive. It is probable that a fairly limited 
receptor zone may be responsible in all situations 
where hypotension is elicited. This is suggested further 
by the work of Reeve and his associates * on respira- 
tory responses to manipulation. Apnea and laryngeal 
closure followed intra-abdominal stimulation most 
frequently when the anterior parietal peritoneum of 
the upper part of the abdomen was involved. 

The circulatory response had the characteristics of a 
reflex. The work of others ° confirms this impression. 
One can only speculate about the receptor, the path- 
ways involved, and the circulatory alterations result- 
ing. A likely receptor is the Pacinian corpuscle, which 
in lower animals and man has a general distribution 
in the parietes and mesentery.® The histological ap- 
pearance of the corpuscle suggests that it may be re- 
sponsive to deformation.” Gammon and Bronk * re- 
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corded an increase in electrical discharges in the 
afferent nerve of the corpuscle, an increase coincident 
with the pulse wave in adjacent mesenteric blood ves- 
sels. It was suggested that the role of the corpuscle is 
one of local vascular regulation. It may be of interest, 
in this connection, to note that the cardiac arrhythmias 
associated with cyclopropane anesthesia have been 
ascribed to reflex action originating in the base of the 
mesentery.” The work of Reeve on respiration suggests 
that the afferent pathway for the circulatory reflexes 
might be the intercostal nerves, especially if the pari- 
etal peritoneum is the sensitive area. Further work in 
laboratory animals and in man must be carried out to 
assay the role of the phrenic nerve, splanchnic nerves, 
and vagus nerve in the carriage of afferent impulse 
from the abdomen. Lastly, it seems likely that the 
vagus nerve forms the efferent limb of the reflex arc 
and that this alone might be responsible for the hypo- 
tension observed. The occurrence of bradycardia sug- 
gests this, and Peterson“ has recently reviewed the 
evidence to suggest that the vagi may affect ventricu- 
lar contraction as well. Analysis of the pulse wave con- 
tour provided some clue as to the circulatory adjust- 
ments involved. In figure 3 it can be seen that during 
hypotension there is a flattening of the wave, suggest- 
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Fig. 3.—Tracing from the same patient as in figure 2, showing 
pressure pulse contours, A, before and, B, after production of 
hypotension by intra-abdominal manipulation. Paper speed has 
been changed to illustrate the change more clearly, Decrease in 
pulse pressure occurred without change in duration of systole or 
position of the dicrotic notch. This suggests a decrease in cardiac 
output rather than change in peripheral resistance. 


ing a decrease in cardiac output rather than a decrease 
in peripheral resistance. The change in output could 
be a manifestation of lesser venous filling or decreased 
cardiac contractility. Additional circulatory measure- 
ments are required to establish the specific nature of 
the changes. 

The clinical implications of these findings seem 
clear. While we discovered no instance of permanent 
vascular damage, the magnitude and frequency of 
the fall in blood pressure indicate that this vascular 
response may be a real threat to the patient in poor 
physical status. Mendelsohn and Monheit *° have re- 
cently reported a study similar to ours, but one in 
which more threatening electrocardiographic changes 
were observed. Four patients in their series sustained 
silent myocardial infarctions. It should be added, 
however, that most of their patients were undergoing 
gallbladder surgery because of associated heart dis- 
ease. 
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Summary and Conclusions 


The common response to intra-abdominal manipu- 
lation during surgery found in this study was arterial 
hypotension, accompanied by slowing of the pulse rate 
in most instances, These changes were detected in 55 
of 68 patients studied by means of recording of intra- 
arterial and esophageal pressures, electrocardiograms, 
and electroencephalograms. The circulatory alterations 
had the characteristics of a reflex: they seemed to be 
more profound in the poor-risk patients and were en- 
hanced by deeper levels of anesthesia. Further work 
must be directed toward discovering the means to 
eliminate these circulatory responses, either pharma- 
cologically or with specific anesthetic agents and 
techniques. 

Peter Bent Brigham Hospital (15) (Dr. Vandam). 

This work was supported by a grant from the U. S. Public 
Heaith Service. 
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PLASMACYTOSIS AND CRYOGLOBULINEMIA IN CANCER 


Milton G. Bohrod, M.D., Rochester, N. Y. 


It has become apparent in recent years that the 
phenomena of (1) plasmacytosis, (2) hyperglobuline- 
mia, (3) cryoglobulinemia, (4) amyloidosis, (5) hy- 
persensitivity, (6) collagen diseases, and (7) multiple 
myeloma are somehow interrelated. Some of the re- 
lationships that exist among them I have discussed 
elsewhere,’ and no more than a summary listing of 
the principal features will be given here. These in- 
clude the experimental relation of plasma cells to 
immune body production *; plasmacytosis in human 
hypersensitive states ° and in collagen diseases and the 
relation of these to hyperglobulinemia *; and hyper- 
globulinemia in multiple myeloma, amyloidosis in 
multiple myeloma’ and in hypersensitivity states,’” 
and cryoglobulinemia in multiple myeloma and in hy- 
persensitivity states.° No single feature of this evidence 
may in itself be weighty, but the combined evidence 
is striking. Somehow these conditions belong together 
and have a common pathogenic factor or factors as 
yet unknown. Certainly they are all concerned with 
the broad general concept of immune processes. 

The relation of multiple myeloma to the other mem- 
bers of the group is a little more evident than the 
other relationships. Apparently the neoplastic plasma 





From the Pathology Laboratories, Rochester General Hospital. 


Read before the Section on Pathology and Physiology at the 
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* Cryoglobulinemia in the case here described 
lasted only a few weeks, and the intense peripheral 
plasmacytosis lasted only two or three days. The 
patient repeatedly developed well-defined wheals 
in response to five-second applications of ice cubes 
to the skin. This urticarial reaction was not obtained 
in normal subjects, and it was absent in this patient 
after a radical mastectomy was done to remove an 
adenocarcinoma. The cryoglobulinemia ceased at 
the same time. The evanescent character of these 
phenomena and their timing with respect to the 
development of tumors in this patient suggested that 
they might be interpreted as phases of an immune 
process in cancer. 





cells of this disease are as capable as non-neoplastic 
plasma cells of producing globulins in excess and of 
entering into the production of cryoglobulins and 
amyloid. 

Every list of the “causes” of plasmacytosis,’ hyper- 
globulinemia, or amyloidosis exhibits prominently the 
various allergic diseases and the collagen diseases. 
There is also a group of miscellaneous rare diseases. 
Practically every such list, however, shows an im- 
portant group that makes up about 10% of cases or a 
little less; this is the group of malignant tumors. My 
findings in this group are based on unpublished data 
on 73 cases of amyloidosis and 7 cases of malignant 
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tumor (exclusive of multiple myeloma). In addition, 
there were several cases of patients with malignant 
tumor who also had infection or an allergy; such cases 
were not counted with the malignancy cases. Lately, 
ilso, an association between malignancy and collagen 
diseases, especially dermatomyositis and scleroderma, 
has been suggested.® 

It is possible that the relationship between tumors 
and the group of phenomena mentioned above is 
fortuitous or through mechanisms of entirely unre- 
lated kinds. But it cannot be denied that there exists 
in patients with neoplasms something that in the 
broadest sense must be called immunity.* It seems 
desirable, therefore, to explore this possible relation- 
ship between immunity in cancer and the other 
phenomena associated with immunity. The case cited 
below affords a striking illustration of the directions 
in which such exploration could take place. 


Report of a Case 


A 68-year-old woman went to her physician on Feb. 16, 1954, 
because she thought she had a lump in her left breast. He 
failed to find one and noted that she had no abnormal signs or 
symptoms. She had been hypertensive for at least 15 years, but 
at the time of her examination her blood pressure was 130/70 
mm. Hg. Two weeks later she reported she had passed a good 
deal of blood through her rectum. Proctoscopic examination 
was negative except for clotted blood that was seen high up 
in the sigmoid. Six days later the patient had a cold and fever. 
Her lungs were edematous, and she was thought to be in acute 
heart failure. Antibiotics were given. 

A few days later, on March 12, 1954, she entered the hospital. 
X-ray examination showed pulmonary congestion and cardio- 
megaly with 25% enlargement. There was a single density in 
the first anterior rib. A barium enema and air contrast studies 
revealed no organic disease of the colon. The hemoglobin level 
was 8 Gm. per 100 cc., with red blood cells numbering 4,720,000 
per cubic millimeter and white blood cells 13,150 per cubic 
millimeter, comprising 40% neutrophils, 44% lymphocytes, and 
4% eosinophils. A few of the lymphocytes were called Tiirk’s 
irritation cells. With therapy with mercurial diuretics the patient 
improved and went home in nine days. 

She entered the hospital again on Sept. 28, 1954. She had 
been in good health until she had caught a cold while on a trip. 
She had a sore throat, running nose, and nonproductive cough. 
She was given one injection of penicillin and some sulfonamides. 
The patient was in mild heart failure. Her abdomen was 
somewhat distended. The liver was four fingerbreadths and the 
spleen two fingerbreadths below the costal margin. There were 
small shotty lymph nodes in the anterior cervical chain and a 
single firm discrete node in each axilla. A firm, but not hard, 
mass 2 cm. in diameter was found in the mid-upper part of the 
left breast. 

On Sept. 27, the day before her second entrance into the 
hospital, the patient’s white blood cell count had been 27,000 
per cubic millimeter, with a preponderance of lymphocytes, 
many of which were said to have been abnormal. On Sept. 29, 
her white blood cell count was 53,600 per cubic millimeter, with 
12% of the cells typical plasma cells, numbering 22,500 per 
cubic millimeter. An additional 6% of the cells (3,200 per cubic 
millimeter, which is about normal) were normal lymphocytes. 
The red blood cell count and hemoglobin level were normal. 
The platelet count was normal, numbering 320,000 per cubic 
millimeter. An examination of the iliac crest bone marrow on the 
same day showed a large number of plasma cells in an other- 
wise normal marrow. 

Blood studies on the same day disclosed that the level of 
total proteins was 7.5 Gm. per 100 cc.; serum albumin, 3.8 Gm. 
per 100 cc.; and serum globulin, 3.7 Gm. per 100 cc. Gamma 
globulin was 1.33 Gm. per 100 cc., the normal for the chemical 
method employed being 0.71-1.14 Gm. per 100 cc. The levels 
of nonprotein nitrogen, uric acid, and glucose, as well as the 
icterus index, were normal. The blood serum was described as 
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slightly lipemic. An electrophoretic pattern was not available at 
that time. Gross inspection of the excess serum, which had been 
in the icebox overnight, showed a whitish precipitate occupying 
the lower third or less of the test tube (fig. 1). The association 
of plasmacytosis with a precipitate in the cold serum suggested 
a cryoglobulinemia. When the cold serum was warmed to 
37.5 C, all but a trace went back into solution; when cooled, 
precipitation again occurred. Tests during the next several days 
during all of which cryoglobulin was demonstrable, showed that 
it was necessary to collect serum in warmed syringes and test 
tubes and to keep it warmed to 37.5 C if precipitation wer 
to be avoided. If these precautions were not taken, a precipitate 
was noted almost immediately; if they were, the serum was 
perfectly clear and not lipemic 

The urine contained a faint trace of albumin, Repeated ex- 
aminations failed to show any Bence Jones protein, and this 
absence continued. Cold agglutinins and autoagglutinins could 
not be demonstrated. The Coombs test was negative. Reexamina- 
tion of the x-rays elicited the opinion that the so-called rib 
lesion noted on the patient's first entrance to the hospital in 
March, 1954, had really been in the lung and had cleared up 
There were no lesions in the skull or spine. 

The patient was questioned concerning skin lesions and reac 
tion to cold. She revealed that 40 and again 20 years before she 
had had attacks of “hives,” which she re.ated to eating peaches 
and which apparently were not associated with cold, For a few 








Fig. 1.—Cryoglobulin in blood serum. In the tube on the right, 
a precipitate is present after refrigeration. In the one on the left, 
a similar precipitate has been dissolved by warming to 37.5 C. 


days before her second entrance to the hospital in September, 
1954, she had had a hives-like eruption on the upper arms and 
at the margins of the breast, which was present only in the 
morning and disappeared during the day. She also had noted 
(when asked if cold caused her any trouble) that cold water 
or other cold liquids gave her difficulty in breathing and a sense 
of pressure behind the upper sternum and that these symptoms 
were relieved by drinking warm water. Because of this, she said, 
she always kept herself warm and ate only warm foods. The 
morning after this history was obtained an urticarial rash ap- 
peared and was photographed. It was more extensive than it 
had been before, being present also on the lower thighs and 
knees (fig. 2). 

The next day, Oct. 1, the patient’s white blood cell count 
was down to 24,900 per cubic millimeter, and fewer cells were 
plasma cells. On Oct. 4, the white blood cell count was 17,300 
per cubic millimeter, with almost no plasma cells. After that 
time, no plasma cells were found and none were seen during 
any of the very many blood examinations taken in the following 
18 months. 

On Sept. 29 a cold skin test was taken in the following way: 
A cylindrical ice cube was pressed against the skin of the 
anterior surface of the patient’s forearm for five seconds only. 
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Within two minutes a well-defined wheal exactly the size of the 
ice cube appeared, followed by the appearance of ameboid 
streamers outward at the periphery (fig. 3). The test was re- 
peated several times during the following few days, and it was 
consistently positive in the patient. The same test performed on 
a large number of persons, both male and female, failed to 
elicit any reaction except, in one case only, a faint redness. 





Fig. 2.—Urticaria, anterior surface of knee. The rash was 
present on successive mornings but disappeared by early after- 
noon, 


Previous tests of this sort have used longer application times, 
up to one or two minutes, and have, because of this, been more 
difficult to interpret. More reactions are obtained in normal 
subjects with these longer times, but such reactions frequently 
consist of redness rather than urticaria. 

On Oct. 1 biopsy specimens of the breast lesion and of a left 
axillary lymph node were taken. The breast lesion was an 
adenocarcinoma; the lymph node showed no evidence of tumor 
but did show a moderate plasmacytosis. A gingival biopsy speci- 
men taken at the same time showed no evidence of amyloidosis. 
On Oct. 11 a radical mastectomy was done. No more tumor 
tissue was found, either in the breast or in axillary lymph nodes. 
Plasmacytosis was much less marked than at the time of the 
biopsy. Cryoglobulins were found all during the patient’s stay 
in the hospital. She was discharged on Oct. 17. The next ex- 
amination for the presence of cryoglobulins was two and one- 
half months later; none were found. Coincidently with this, the 
application of ice to the skin no longer elicited urticaria. For 
the next 16 months, the patient was well and repeated examina- 
tions for cryoglobulins, Bence Jones protein, and plasmacytosis, 
made at three to six month intervals, were negative. 

On April 15, 1956, the patient entered the hospital with 
evidence of an intestinal obstruction. On May 7 an adenocarci- 
noma of the sigmoid was removed. The lymph nodes showed 
no evidence of carcinoma and only a mild plasmacytosis. There 
was no peripheral plasmacytosis, and the bone marrow was 
normal. Blood proteins were normal. On one occasion, several 
days postoperatively, there was one mild attack of urticaria. On 
May 16 she had an eruption on the skin that resembled erythema 
multiforme. On that day an ice cube test on the skin was nega- 
tive. On that day and the next there was a very small amount 
of cryoglobulin demonstrable, but on the following day it was 
gone. 


J.A.M.A., May 4, 1957 


Comment 


Every pathologist is aware of the frequency with 
which a small malignant tumor is surrounded by a 
zone of lymphocytes and plasma cells that separate 
the tumor from deeper normal tissue. Kidd * has 
shown in transplanted tumors that the ability of a 
transplant to penetrate deep into surrounding tissues 
and to spread and metastasize is correlated in his 
animals with the disappearance of the lymphoid cells. 
In the broadest sense of the term this plasmocellular 
barrier may be called an immune process. For a long 
time it has been thought that immune processes in 
malignant tumors may be entirely different from those 
already known for inflammatory disease and against 
foreign proteins. Observations that relate malignancy 
to plasma cells and globulin metabolism should, 
however, revive the hope that immunity in cancer 
has some, at least, of the features of other immune 
mechanisms and may, therefore, be susceptible to the 
similar methods of attack. 

Most studies of plasmacytosis and cryoglobulinemia 
have indicated that these states generally last a con- 
siderable time. The case of cryoglobulinemia described 
by Steinhardt and Fisher,” which they were tempted 
to call essential cryoglobulinemia because no under- 
lying disease state was found, lasted over three years. 
My case is notable for the short duration of these 
phenomena—weeks for the cryoglobulinemia and two 





Fig. 3.—An induced urtica on the anterior surface of the fore- 
arm after application of ice for five seconds. 


or three days at most for the very intense peripheral 
plasmacytosis. On the appearance of the patient's 
second carcinoma a small amount of cryoglobulin was 
present for only two days. Plasmacytosis has been 
thought of as an unusual phenomenon and, in the large 
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amounts in the peripheral blood of my patient, a rare 
finding; cryoglobulinemia has up to now been seen 
only rarely. If, however, they may be as evanescent 
as in the present case, may we physicians not be deal- 
ing with phenomena that seem to be uncommon only 
because they are easily missed? Certainly it was luck 
that enabled me to pick out the three days of this 
patient's plasmacytosis and obtain the peak determina- 
tion. One cannot often expect to be so icky in a 
chronic disease. 

There can be no relationship between the plasma- 
cytosis and the removal of the cancer, since the 
plasmacytosis had disappeared before the tumor was 
removed. There is less certainty about the relation of 
the mastectomy to the disappearance of the cryo- 
globulinemia. Only repeated observations on other 
cases will determine this. 


Summary and Conclusions 


A case of cryoglobulinemia and very marked periph- 
eral blood and bone-marrow plasmacytosis was seen 
in a patient whose only other apparent disease was a 
small carcinoma of the breast. The principal sympto- 
matic manifestations of the cryoglobulinemia were 
urticaria that was present only in the morning and 
intolerance to cold and the swallowing of cold fluids. 
The urticaria could be induced at the site of applica- 
tion of ice to the skin. These manifestations lasted only 
for short times; the cryoglobulinemia disappeared 
some weeks after mastectomy; the plasmacytosis lasted 
only three days and had disappeared before the 
operation. The relation of cryoglobulins and plasma 
cells to immune processes should be considered, and 
there may be a relation between these and similar 
factors to what may broadly be called immunity in 
cancer. The demonstrated evanescent or short-lived 
character of these phenomena in one case suggests 
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the possibility that they may not be so uncommon, in 
cancer as well as in other conditions, as has been 
supposed and that it may be worthwhile to look for 
both cryoglobulins and plasma cells by frequent 
examinations. 


501 W. Main St. 
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Digitalis Overdosage.—The arrhythmias resulting from digitalis overdosage usually disappear 
spontaneously, if the drug is discontinued. Treatment for arrhythmias is ordinarily not neces- 
sary. If digoxin was used, they disappear within two to three days; if digitoxin was given, the 
arrhythmias may persist for from two to three weeks. In some instances of supraventricular 
tachycardias, ventricular premature beats, or ventricular tachycardias induced by digitalis, 
however, specific treatment may be needed. In these cases, the oral administration of potas- 
sium chloride, acetate, or citrate usually eliminates the arrhythmias within 30 minutes. Two 
to 10 grams of a 20 per cent solution may be given in syrup of citric acid or Karo syrup, or 
smaller quantities may be given in milk, orange juice, or ginger ale. Administration of 5 to 
10 cc. of Potassium Triplex (Eli Lilly) in orange juice (5 ce. cont: ins 0.5 gm. each of potas- 
sium acetate, potassium citrate and potassium carbonate ) is also efficacious, but its effect lasts 
only for from two to four hours. The treatment may, therefore, have to be repeated. Toxic 
effects due to the potassium do not occur, if there is adequate urinary excretion. Rarely is it 
necessary to administer potassium intravenously; if it is, extreme caution should be used, 
and only 0.5 to 1.5 gm. should be given slowly. Electrocardiograms should be taken fre- 
quently, to detect potassium intoxication. Its most common effect is marked peaking of the 
T-waves, widening of the QRS complexes, and disappearance of the P-waves. That potassium 
depletion may sensitize the myocardium to the toxic effects of digitalis has recently been 
proved. Conversely, the presence of adequate cellular potassium should usually prevent toxic 
digitalis effects. For these reasons, potassium should usually be given to patients who require 
large doses of digitalis. Arrhythmias may thereby be prevented. Orange juice has a relatively 
high potassium content and may be efficacious in combating digitalis intoxication.—A. M. 
Master, M.D., Heart Failure: Its Treatment—with Special Reference to Chronic Lung Dis- 
ease, Diseases of the Chest, November, 1956. 
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HYPERPHOSPHATASEMIA IN PATIENTS WITHOUT JAUNDICE WITH 
HEPATOBILIARY DISEASE 


Thomas B. Gibbons, M.D., Seattle 


The value of determination of the serum alkaline 
phosphatase level in the differential diagnosis of jaun- 
dice is well established. However, its remarkable 
usefulness in patients without jaundice with certain 
clinically important types of hepatobiliary disease 
seems less widely appreciated. 

In the fall of 1953, I had two patients with diag- 
nostic problems in whom determination of the serum 
alkaline phosphatase level proved valuable in direct- 
ing attention to the presence of hepatobiliary disease. 
One patient was a middle-aged male acutely ill with 
pneumonia but with a history of weight loss over the 
preceding two months. His alkaline phosphatase level 
was elevated, and he was found to have bronchogenic 
carcinoma with pneumonitis in the lobe involved and 
with hepatic metastases. The other patient was an 
elderly female with weight loss and digestive dis- 
turbances whose alkaline phosphatase level was very 
high and who was found to have choledocholithiasis, 
although neoplasm had been suspected clinically. 
Neither patient had jaundice. 

Although aware of the association of hepatic metas- 
tasis and hyperphosphatasemia, I had not used the test 
extensively for the detection of neoplasm in the liver. 
I had been totally unaware of the ability of stones 
in the common bile duct to cause elevation of the 
serum alkaline phosphatase level in the absence of 
jaundice. Therefore, it was decided to explore further 
the behavior of the phosphatase level in patients 
without jaunelice in whom carcinoma or gallbladder 
disease had been proved or was suspected. The re- 
sults of this investigation make up the material for 
this report and, as will be seen, confirm the value of 
the determination of the alkaline phosphatase level 
in detecting neoplasm in the liver. Of greater interest 
and importance is the remarkable significance of the 
serum phosphatase level in the prediction of the 
presence of stones in the common bile duct despite 
the absence of jaundice. 


Value of Determining Alkaline Phosphatase Level 


Alkaline phosphatase, an enzyme that liberates in- 
organic phosphorus from phosphoric esters, is found 
in largest concentration in the body at sites of glucose 
transfer (intestinal mucosa and renal tubules) and 
bone formation (osteoblasts), The serum alkaline phos- 
phatase arises largely, if not entirely, from the bones ' 
and, in man, appears to be excreted only by way of 
the bile. As a result, any impairment of biliary drain- 
age causes retention of phosphatase and an increased 
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* The presence or absence of either hepatic metas- 
tasis or common bile duct pathology in anicteric 
patients can be predicted with a high degree of ac- 
curacy by determination of the serum alkaline phos- 
phatase level. Studies were carried out in 234 cancer 
patients and in 190 patients with gallbladder 
disease. When the test was done preoperatively in 
103 patients with intraabdominal malignancy, nor- 
mal values were obtained in 65, and only 4 of these 
were found at operation to have hepatic metastases; 
elevated values were found in 38, and 32 of these 
proved to have hepatic metastases. A_ similar 
association of hyperphosphatasemia with hepatic 
metastases was found in 56 patients with extra- 
abdominal malignancy. The alkaline phosphatase 
level was also helpful in gauging the progress and 
prognosis of 75 patients with previously resected 
neoplasm. Among 81 anicteric patients tested be- 
fore cholecystectomy, the alkaline phosphatase 
accurately predicted the status of the common bile 
duct in 74 and was of comparable value in evaluat- 
ing 89 patients whose gallbladder had previously 
been removed. Comparison of this test with direct 
bilirubin and the sulfobromophthalein tests showed it 
to be the most accurate of the three in the detection 
of either hepatic metastasis or obstruction of the 
common bile duct in patients free of jaundice. 





concentration of the enzyme in the plasma. For this 
reason, determination of alkaline phosphatase level 
has come to be used as a test of the excretory function 
of the hepatobiliary system. 

Roberts,” in 1930, first noted elevation of the serum 
alkaline phosphatase level in patients with jaundice 
and later pointed out its usefulness in differentiating 
parenchymal from obstructive forms of icterus. Sub- 
sequently, determination of the alkaline phosphatase 
level has been employed almost exclusively in pa- 
tients with jaundice and for the evaluation of various 
disorders of bone. 

In 1937, Flood and co-workers * called attention to 
the value of the alkaline phosphatase level in the de- 
tection of the presence of hepatic metastases by re- 
porting on 20 patients with neoplastic liver disease, 17 
of whom had hyperphosphatasemia. These authors 
noted that the phosphatase level often rises before 
jaundice appears. The following year, Meranze and 
co-workers * stressed the usefulness of determination 
of the alkaline phosphatase level in the preoperative 
evaluation of patients with carcinoma and reported 
elevation of the phosphatase level in 15 out of 16 
patients without jaundice with hepatic metastases. 
Since then, there has been only an occasional report 
dealing with the topic.” In 1954, Shay and Siplet ° 
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suggested employing determination of the alkaline 
phosphatase level in the follow-up observations of 
patients with a previously resected neoplasm. 

My experience has confirmed the accuracy of the 
determination of the alkaline phosphatase level in the 
early detection of neoplasia in the liver in patients 
without jaundice. I have employed it routinely for the 
preoperative detection of hepatic metastases in pa- 
tients known to have cancer. This knowledge has 
often influenced the decision as to the type and ex- 
tent of surgery to be employed in attacking the pri- 
mary lesion. The test has been of assistance, for both 
prognostic and diagnostic purposes, in the follow-up 
observation of patients operated on previously for 
cancer. I have also found the test of considerable 
diagnostic help in a variety of puzzling clinical prob- 
lems that proved eventually to be due to cancer. 
Exemplifications of this are patients with an unidenti- 
fied lung shadow shown by roentgenogram or a 
gastric ulcer that could be malignant or with a con- 
stricting lesion in the descending colon that might be 
diverticulitis or neoplasm. Too often an elevated alka- 
line phosphatase level has been the first definite clue 
to the presence of a cancer of the body or tail of the 
pancreas. Unfortunately, the patient whose tumor is 
first diagnosed by means of determination of the 
alkaline phosphatase level is already bevond cure be- 
cause of liver involvement. 

The situation is decidedly more encouraging with 
reference to common bile duct pathology. In my ex- 
perience, the alkaline phosphatase level is extremely 
sensitive to the presence of any impediment of extra- 
hepatic biliary drainage such as results from the pres- 
ence of stones in the common duct of a patient with- 
out jaundice. I have come to rely rather heavily on 
the determination of the alkaline phosphatase level, or- 
dering it taken routinely on patients for whom chole- 
cystectomy is planned. If the phosphatase level is 
elevated, the surgeon is forewarned that exploration 
of the common bile duct will probably be required. 
Similarly, the test is helpful when one is confronted 
with a patient with digestive symptoms or abdominal 
distress whose gallbladder has previously been re- 
moved. I consider an elevated phosphatase level in a 
patient who has undergone cholecystectomy com- 
pelling evidence for the presence of organic common 
duct pathology, such as stones, partial stricture, or 
sphincter fibrosis. 

I am unaware of any detailed analvsis of the rela- 
tionship between the alkaline phosphatase level and 
extrahepatic biliary disease in patients without jaun- 
dice. Standard textbooks of medicine and gastroenter- 
ology refer to the phosphatase level in discussing 
jaundice but do not stress its usefulness in the pre- 
operative prediction of ductal stones in patients with- 
out jaundice with gallbladder disease or in the evalua- 
tion of patients with postcholecystectomy symptoms. 

In 1938, Freeman and co-workers *“ reported a rise 
in alkaline phosphatase level in dogs without jaundice 
after ligation of the hepatic ducts draining part of the 
liver. In 1940, Gutman and co-workers *” confirmed 
the dissociation of normal plasma bilirubin and hyper- 
phosphatasemia in dogs after ligation of branches of 
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the hepatic duct system and stated that incomplete 
obstruction of the common bile duct by cholangitis or 
choledocholithiasis could cause an elevation of the 
phosphatase level without jaundice. However, this 
suggestion has apparently been largely overlooked, 
and the value of the serum alkaline phosphatase level 
in detecting incomplete extrahepatic biliary obstruc 
tion without jaundice has not, to mv knowledge, been 
widely emploved. 

Within the last few months a renewed interest in 
the problem of diagnosing common duct pathology, 
in the absence of jaundice has been evident. The gen- 
eral impressions gained by the present study were 
briefly presented earlier this vear by Stone.” Shortly 
later, Watson" reported the value of the direct- 
reacting bilirubin level in a variety of conditions, in- 
cluding choledocholithiasis, and Culver and co-work- 
ers'” have recently described their experience with 
hyperphosphatasemia in six patients without jaundice 
with partial obstruction of the common bile duct 


Material 
During the vears 1954 and 1955, the period of this 
study, serum alkaline phosphatase levels were de- 
termined one or more times in 1,033 adults without 
jaundice. Patients with jaundice, scleral icterus, or a 


Taste 1.—Causes of Hyperphosphatasemia in Patients 
Without Jaundice 
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total serum bilirubin level in excess of 2.5 mg. per 
100 ce., regardless of the clinical description, are not 
included in this report. The serum alkaline phosphatase 
level, determined by the King-Armstrong method, 
was normal (13 King-Armstrong units or less) in 728 
p tients and was elevated in 305. 

Table 1 lists, in order of decreasing frequency, the 
various causes of hyperphosphatasemia. Despite the 
‘bsence of jaundice in the patients, diseases of the 
hepatobiliary system accounted for the elevation of 
alkaline phosphatase level in 70% of the total. By 
contrast, diseases of bone associated with hyperphos- 
phatasemia occurred only 26 times, or 8.5%, and in- 
cluded 10 patients with osteoblastic metastases usually 
prostatic in origin, 7 with osteitis deformans (Paget's 
disease of bone), 5 with healing fractures, and 4 with 
hyperparathvroidism. 

Sixteen patients with passive congestion of the liver 
due to heart failure were found to have mild to mod- 
erate hyperphosphatasemia, ranging as high as 43.5 
King-Armstrong units, with a mean value of 19.0 units 
in patients without jaundice. In 20 patients a reason 
for the elevated phosphatase level could not be found, 
and in 30 patients the clinical investigation was, for 
various reasons, judged inadequate to exclude all the 
usual causes of an elevated phosphatase level. 
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Metastases to the liver accounted for 72% of the 133 
instances of hyperphosphatasemia without jaundice 
due to intrahepatic disease. Other causes were as fol- 
lows: cirrhosis, 20; cholestasis due to chlorpromazine, 
7; diabetes with fatty liver, 5; anicteric hepatitis, 4; 
and collagen disease, 2. The second most commonly 
encountered cause for hyperphosphatasemia in pa- 
tients without jaundice was pathology of the common 
bile duct, usually ductal stones. 


TABLE 2.—Preoperative Determination of Phosnhatase Level in 
103 Patients Without Jaundice with Intra-abdominal 
Malignancy 

Hepatic Metastases 
C'uses, 
Alkaline Phosphatase Level No. Present Absent 
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Patients with Hepatic Metastases 


The alkaline phosphatase level was determined in 
234 patients without jaundice with cancer. The test 
was done preoperatively in 103 patients with intra- 
abdominal malignancy (table 2). Of 65 patients with a 
normal preoperative phosphatase level, only 4 had 
hepatic metastases. Six patients were encountered who 
had a normal phosphatase level and no metastases in 
the liver but who had small surface implants on the 
liver as a part of generalized peritoneal carcinomatosis. 
Four of these neoplasms originated in the ovary, and 
in three patients the absence of intrahepatic ]esions 
was subsequently confirmed at autopsy. 

By contrast, of 38 patients with hyperphosphatase- 
mia preoperatively, 32 had gross metastases visible and 
palpable in the liver at the time of operation. In six 
patients there were no detectable metastases, although 
deep intrahepatic lesions may have been present. The 
preoperative phosphatase level, therefore, proved ac- 
curate in predicting hepatic metastases in at least 90% 
of this group of patients without jaundice with cancer 
in whom the liver could be examined at operation. 

A determination of alkaline phosphatase level was 
obtained preoperatively in 56 other patients with 
forms of cancer that did not require abdominal sur- 


TABLE 3.—Determination of Phosphatase Level in Fifty-six 
Patients with Extra-abdominal Malignancy 
Hepatic Metastases 
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gery (table 3). The phosphatase level was normal in 
36 patients, none of whom had any clinical evidence 
to suggest involvement of the liver. The phosphatase 
level was elevated in 20 patients with extra-abdominal 
malignancy, 15 of whom had clinical signs of probable 
liver metastases as evidenced by hepatomegaly or a 
progressively rising phosphatase level and deteriora- 
tion. In five patients there was no hepatic enlarge- 
ment, and follow-up observations through the period 
of this study gave no definite indication of neoplasia 
in the liver. 
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In order to better assess the patient’s status and the 
prognosis of his condition, the alkaline phosphatase 
level was determined in an additional 75 patients 
without jaundice who had previously undergone op- 
eration for cancer (table 4). The phosphatase level 
was normal in 38 patients, none of whom had detect- 
able hepatomegaly or other clinical evidence to sug- 
gest the spread of neoplasm to the liver. However, 37 
patients without jaundice operated on previously for 
cancer were found to have hyperphosphatasemia. He- 
patic metastases were demonstrated in nine of these 
patients by liver biopsy, autopsy, or exploration of the 
abdomen. In 19 cases, hepatic metastases were judged 
probably present on the basis of hepatomegaly, pro- 
gressive deterioration of the patient’s condition, and, 
in many cases, a progressive rise of the serum phos- 
phatase level. Liver involvement was further sug- 
gested in a number of these patients by the later de- 
velopment of jaundice. Seven patients had an elevated 
phosphatase level but no clinical stigma to suggest 
hepatic metastases, although in some cases spread or 
recurrence of neoplasm was evident elsewhere in 
the body. 

The mean alkaline phosphatase level for patients 
with proved metastasis to the liver was 24.1 King- 
Armstrong units. For patients considered, on clinical 


Tasie 4.—Determination of Phosphatase Level in Seventy-five 
Patients Without Jaundice Who Had Previously Undergone 
Surgery for Cancer 
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grounds, as probably having malignant involvement 
of the liver, the mean value was 30.5 units. There was 
no apparent relationship between the degree of hyper- 
phosphatasemia, which ranged from 13.5 to 84.5 King- 
Armstrong units, and the extent of neoplastic replace- 
ment of liver. Furthermore, it seemed clear that even 
a small increment of serum phosphatase bodes ill for 
the patient with cancer, since some cases of metastatic 
liver involvement were encountered in which pa- 
tients had phosphatase levels only one or two units 
above the normal limit. Actually, as Shay and Siplet ° 
have pointed out, the phosphatase level in the adult 
is remarkably constant from month to month. In fol- 
lowing patients with previously resected neoplasms, I 
have encountered instances of gradually rising phos- 
phatase levels still within the normal range, which, 
nevertheless, in retrospect, probably denoted early 
liver involvement, since hyperphosphatasemia and ob- 
vious hepatic metastases developed later. 

The neoplasms resulting in the hepatic metastases 
seen in this study were usually primary in the diges- 
tive system. The distribution was as follows: colon, 
12 cases; stomach, 12; breast, 11; pancreas, 6; rectum, 
4; bronchus and liver, 3 each; and prostate, gallblad- 
der, and lymphosarcoma, 2 each, Other widely scat- 
tered primary sites accounted for the remainder of 
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the carcinomas found to be metastatic in the liver and 
issociated with hyperphosphatasemia without jaun- 
lice. 

Patients with Diseases of the Biliary System 


The serum alkaline phosphatase level was obtained 
in 178 patients without jaundice with disease of the 
extrahepatic biliary system, either current or previous. 
Prior to cholecystectomy the phosphatase level was 
determined in 81 patients (table 5). Of 50 patients 
with a normal phosphatase level, 5 were found to 
have stones in the common bile duct, although op- 
erative cholangiograms in 3 of them did not disclose 
dilatation of the duct and the stones may have en- 
tered at the time of anesthesia or surgica: manipula- 
tions. The phosphatase level was misleadingly normal 
in the other two patients who had stones, a dilated 
duct, and, in one, a history of previous jaundice. In 
the other 45 patients with a normal preoperative 
phosphatase level, the biliary tree was normal at 
operation. 

In 31 of the patients tested before cholecystectomy, 
the preoperative phosphatase level was elevated, and 
in all but 2 of these the common bile duct was ab- 
normal. Twenty-six patients had stones in the com- 
mon bile duct; none were icteric and only three gave 
a history of previous jaundice. Three patients had a 
dilated, thickened duct but no stones were recovered; 
presumably the stones had passed between the time 
the phosphatase level was determined and the time 
of operation. An excellent example of this was pro- 
vided by a patient with an alkaline phosphatase level 
of 27 King-Armstrong units and three stones in the 
common bile duct demonstrated by intravenous cho- 
langiography. This patient did not come to operation 
until two months later, at which time his preoperative 
phosphatase level was found to be normal. At opera- 
tion the common bile duct was likewise found to be 
normal, the previously proved ductal stones having 
passed in the intervening period of time. 

The test was applied in 89 patients who had had 
cholecystectomy performed months or years previous- 
ly (table 6). Not all of these patients had symptoms at 
the time of the test, but it was done as part of this 
study and as a screening procedure to find stones in 
asymptomatic patients. The phosphatase level was 


TaBLeE 5.—Determination of Phosphatase Level in Eighty-one 
Patients Without Jaundice Before Cholecystectomy 
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normal in 48 patients in the group, most of whom 
were asymptomatic. In 10 of the patients with a 
normal phosphatase level, an intravenous cholangio- 
gram was done because of strongly suggestive symp- 
toms. In nine, the duct was found to be normal by 
cholangiography, but in one case dilatation, stones, 
and delayed emptying of the duct were found. 
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Hyperphosphatasemia without jaundice was encoun- 
tered in 41 patients whose gallbladder had previously 
been removed. In all of the 31 cases investigated, an 
abnormality of the common bile duct was found. At 
subsequent operation, 25 patients had ductal lithiasis 
and 3 had a partial stricture, while in the remaining 
3 patients a prosthesis was known to be in place. In 


Tas_e 6.—Determination of Phosphatase Level in Eighty-nine 
Patients Who Had Had a Cholecystectomy 
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10 patients with an elevated alkaline phosphatase 
level, exploration or intravenous cholangiography has 
not vet been done. 

Liver biopsy was performed at the time of operation 
in several of the patients without jaundice with hyper- 
phosphatasemia due to stones in the common bile duct 
No instances of biliary cirrhosis were encountered. 
Occasionally there was pathological evidence of re- 
cent ascending cholangitis, but in most patients the 
liver was normal histologically. 

The alkaline phosphatase level was also found ele 
vated in a small ¢reup of patients without jaundice 
with external comnression of the common bile duct. 
Narrowing of the duct was confirmed in each case by 
operative cholanviography. The various causes of the 
duct compression were as follows: malignant lym- 
phadenopathy without hepatic metastases, three cases; 
pancreatic cyst, three; and pancreatic fibrosis, two. 
'n summary, the alkaline phosphatase level was de- 
termined in 121 patients without jaundice who had 
surgical examination of the biliary tree. In an addi- 
tional nine cases, the ductal system was checked by 
intravenous cholangiography alone. Determination of 
the phosphatase level enabled the physician to pre- 
dict accurately the presence or absence of common 
duct pathology, usually stones, in 94% of these pa- 
tients. 

The mean phosphatase level in patients without 
jaundice with ductal stones who were tested before 
cholecystectomy was 35.5 King-Armstrong units, with- 
in a range of 15.0 to 80.0 units. The patients with 
common duct pathology after cholecystectomy had 
an average phosphatase level of 33.4 King-Armstrong 
units and a range of 14.0 to 75.9 units. Patients with 
jaundice due to stones in the common bile duct who 
were encountered during the study period averaged 
only a slightly higher phosphatase level of 38.0 units. 
In contrast, malignant obstruction with jaundice 
tended to cause a greater rise in serum phosphatase 
level, with an average of 57.7 King-Armstrong units. 
The patients with jaundice are not included in the 
present report. 

During this study the technique of intravenous 
cholangiography with use of sodium iodipamide (Cho- 
lografin sodium) became generally available. This 
procedure was employed in 25 of these patients. In 
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nine, both the alkaline phosphatase level and the 
intravenous cholangiogram were normal. In one pa- 
tient with normal phosphatase level, referred to pre- 
viously, the cholangiogram demonstrated stones in 
the common bile duct, and in one case the reverse 
was true. Of an additional three patients with hyper- 
phosphatasemia, the cholangiogram failed to demon- 
strate stones but did reveal a dilated duct with de- 
layed emptying in two of the patients, while in one 
the duct system was not visualized by the dye. In the 
remaining 11 patients, the ductal stones predicted by 
the elevated phosphatase level were confirmed by the 
intravenous cholangiogram and subsequently by op- 
eration. 


Other Liver Function Tests 


Other liver function tests have been suggested for 
the purpose of detecting partial intrahepatic obstruc- 
tion of biliary drainage. Shay and Siplet* recom- 
mended combining the sulfobromophthalein sodium 
retention test with determination of the alkaline phos- 
phatase level in order to enhance the accuracy of 
diagnosing hepatic metastases. Watson ° has recently 
discussed the particular value of determining the 
direct-reacting bilirubin fraction in patients without 


TABLE 7.—Comparative Value of Liver Function Tests 
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jaundice with various types of hepatobiliary disease, 
including hepatic metastases and stones of the com- 
mon bile duct. 

In table 7 the comparative value of these tests for 
detecting hepatic neoplasia and partial obstruction 
of the common bile duct in the present study is shown. 
Only pathologically proved cases of metastases are in- 
cluded in this comparison. If the patients classified 
on clinical grounds as probably having hepatic me- 
tastases are included, the total number becomes 79, 
but the accuracy remains essentially the same for 
determination of the phosphatase level, at 92%. All 
diagnoses of common duct pathology were substan- 
tiated by operation. 

In my experience, determination of the alkaline 
phosphatase level is more accurate than the direct 
serum bilirubin or sulfobromophthalein sodium re- 
tention tests in detecting either hepatic metastases or 
common duct pathology. The direct bilirubin test was 
performed by the method of Powell'' and values 
above 0.15 mg. per 100 cc. considered abnormal. Sul- 
fobromophthalein sodium retention was measured 45 
minutes after injection of 5 mg. of dye per kilogram 
of body weight, with 5% taken as the limit of normal 
retention. Sulfobromophthalein sodium retention and 
direct-reacting bilirubin tests were abnormal in about 
three-fourths of the patients with hepatic metastases 
and in approximately two-thirds of those with com- 
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mon duct pathology. By comparison, the serum alka- 
line phosphatase level was elevated in more than 90% 
of the patients in both categories. 

Of the four patients with metastases in the liver 
and a normal phosphatase level, none had had serum 
bilirubin determinations done and only one had had 
a sulfobromophthalein sodium retention test, which 
was also normal. Of the six patients with stones of the 
common duct and a normal phosphatase level, a 
direct-reacting serum bilirubin test was done in four, 
with normal results in every case. The sulfobromo- 
phthalein sodium retention was determined in one 
case and was slightly abnormal at 6%. 

It should be mentioned here that during this study 
I encountered one patient with jaundice due to stones 
of the common duct whose alkaline phosphatase level 
was normal. In all other patients with such stones 
and jaundice, hyperphosphatasemia, was present as ex- 
pected. Likewise, all patients with jaundice due to 
hepatic metastases had a high alkaline phosphatase 
level (average 70.5 King-Armstrong units). None of 
the patients with jaundice are included in this report. 

The serum cholesterol level is sometimes elevated 
in patients with obstructive jaundice or biliary cir- 
rhosis. In this study, determinations of cholesterol 
level were done in only a few of the patients without 
jaundice with metastasis or stones of the common 
duct. No instances of definite hypercholesteremia 
were encountered. However, a serious shortcoming 
of determination of cholesterol level as a test of biliary 
patency is its wide range of normal concentration, 
thus making the individual cholesterol level difficult 
of interpretation. An additional test, which, unfor- 
tunately, was seldom performed, is for bilirubin in 
urine. An occasional positive test was encountered, 
but not consistently. As will be brought out later, the 
urine bilirubin test theoretically should be positive in 
all patients with an elevated alkaline phosphatase 
level due to partial biliary blockade without jaundice. 


Precautions 


In my experience, the presence of hyperphos- 
phatasemia in a patient without jaundice has usually 
been due to either neoplastic involvement of the liver 
or common duct pathology, generally ductal lithiasis. 
However, less frequent causes for the elevated phos- 
phatase level do occur, as was shown in table 1. 
Cirrhosis or hepatitis occasionally result in hyper- 
phosphatasemia (average values 17.5 and 23.9 King- 
Armstrong units respectively) without jaundice, but 
other tests of parenchymal liver function and, espe- 
cially, the history and physical examination will usual- 
ly permit recognition of these disorders. Previous 
treatment with chlorpromazine (Thorazine) hydro- 
chloride must also be kept in mind in evaluating a 
patient with hyperphosphatasemia without jaundice. 
During the present study, I encountered seven such 
patients with an average phosphatase level of 27.0 
King-Armstrong units. Cholestasis without jaundice 
due to chlorpromazine has recently been reported.’ 

In my patients with metastatic liver disease or 
ductal stones, tests of parenchymal cell status were al- 
most always normal. Nearly all patients had either a 
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thymol turbidity test or a cephalin-cholesterol floccu- 
lation test, and, in many, more detailed liver tests were 
done. An occasional patient with extensive metastatic 
replacement of the liver or recent cholangitis had 
slightly abnormal parenchymal tests, but in the vast 
majority they were normal. If the liver profile shows 
significant alteration of parenchymal cell function or 
it the clinical picture presented suggests parenchymal 
liver disease, the presence of an elevated alkaline 
phosphatase level in a patient without jaundice should 
not be regarded as proof of either metastases in the 
liver or partial biliary obstruction. 

Diseases of bone characterized by attempts at bone 
regeneration, such as osteitis deformans, osteomalacia, 
fracture, osteoblastic osseous metastases, and some 
cases of hyperparathyroidism, can cause an elevated 
alkaline phosphatase level. Roentgenographic studies 
of the skeleton together with determinations of cal- 
cium, phosphorus, and acid phosphatase levels, plus 
the clinical picture presented by the patient, will 
ordinarily lead to the proper diagnosis. However, 
isolated osseous metastases or localized forms of 
osteitis deformans might be overlooked and cause 
erroneous incrimination of the hepatobiliary system. 

Congestive heart failure can, at times, cause an 
elevated phosphatase level, apparently as a result of 
passive congestion of the liver.* Heart failure is usual- 
ly readily apparent clinically but should be kept in 
mind when evaluating the condition of a patient with 
hyperphosphatasemia without jaundice. Two physio- 
logical causes of an elevated phosphatase level are 
pregnancy and the bone growth of childhood. The lat- 
ter does not present much difficulty, since hepatic me- 
tastases and choledocholithiasis are seldom encoun- 
tered in children. However, it should be recalled that 
there is often an elevated phosphatase level, presum- 
ably placental in origin, during the third trimester of 
pregnancy.'* I found hyperphosphatasemia in 3 of 12 
pregnant women tested during the course of this 
study. The three with an abnormal phosphatase level 
were in the third trimester. 

In most cases of metastatic disease of the liver, the 
primary lesion is demonstrable by physical examina- 
tion or x-ray techniques. However, I have, on a num- 
ber of occasions, been unable to locate the site of 
origin of a neoplasm suspected to be present by rea- 
son of an elevated phosphatase level. Abdominal ex- 
ploration in these patients has always demonstrated 
hepatic metastases, and often the primary lesion was 
found in the pancreatic body or tail. As Shay and 
Siplet® have pointed out, the presence of sulfobro- 
mophthalein sodium retention in conjunction with 
elevation of the phosphatase level enhances the re- 
liability of diagnosis of hepatic metastases. In my ex- 
perience, as in Watson’s,® the same holds true for the 
direct-reacting serum bilirubin test and also applies 
to the diagnosis of stones of the common bile duct in 
patients without jaundice. However, as was shown in 
table 7, the sulfobromophthalein sodium retention 
and direct bilirubin tests were abnormal in a decided- 
ly smaller percentage of the patients with either me- 
tastasis to the liver or biliary tree pathology than was 
the determination of the alkaline phosphatase level. 
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In all of my patients with choledocholithiasis, either 
the gallbladder had been removed in the past or, if 
the gallbladder was intact, the presence of chole- 
lithiasis or nonfunction of the viscus was demon- 
strable by roentgenographic studies. That is, no 
patient with choledocholithiasis had a normal chole- 
cystogram. The newer method for intravenous cho- 
langiography now provides a valuable method for 
confirming the presence of common duct pathololgy. 
It has not proved any more accurate than the de- 
termination of phosphatase level for this purpose, 
and, of course, there is no comparison between the 
methods in terms of time involved, technical com- 
plexity, cost to the patient, or general availability 


Comment 


The mechanism of hyperphosphatasemia without 
hyperbilirubinemia in patients with space-occupyving 
intrahepatic lesions, such as metastases, is unknown. 
Three theories have been suggested: (1) retention of 
phosphatase due to interference with normal excre- 
tion of this enzyme in the bile; (2) overproduction of 
phosphatase by the liver; and (3) unknown alterations 
of the plasma resulting in an increased phosphatase 
activity as measured in the laboratory. 

To test for the presence of an unknown phosphatase 
activator, equal parts of plasma from a normal sub- 
ject and plasma from a patient with hyperphosphat- 
asemia without jaundice were mixed. The phosphatase 
level determined on the mixed specimen after incuba- 
tion was not higher than the expected average of the 
two. Histochemical techniques have failed to demon- 
strate alkaline phosphatase in cancers originating in 
tissue other than bone, except for small amounts in 
the connective tissue stroma,'* nor is there conclusive 
evidence that the liver produces the excess phos- 
phatase found in patients with hepatic metastases, 
although some observers believe that regenerating 
cholangiolar epithelium is a source of phosphatase.’* 

An appealing explanation for the dissociation of 
hyperphosphatasemia and normal bilirubin level in pa- 
tients with either intrahepatic or extrahepatic partial 
biliary obstruction is provided by the retention theory, 
which is strengthened by the results of animal experi- 
mentation. Ligation of subdivisions of the extrahepatic 
biliary tree in dogs’ results in an elevated serum 
phosphatase level and bilirubinuria, but the total 
serum bilirubin level remains normal. Regardless of 
the level of serum phosphatase, the dog does not ex- 
crete this enzyme in the urine. Cats, on the other 
hand, do excrete phosphatase via the kidneys, and in 
the cat a ligature around the bile duct does not result 
in hyperphosphatasemia.*° 

One of my patients with colic and indigestion two 
vears after cholecystectomy was found to have an 
elevated phosphatase level without jaundice. Intra- 
venous cholangiography demonstrated a solitary stone 
in the left hepatic duct. The common duct was free 
of stones and not dilated. The situation in this patient 
would seem to be comparable to that described above 
in dogs with hepatic duct ligatures; and, like the dog, 
man does not lose phosphatase in the urine. However, 
bilirubin of the direct-reacting variety does escape 
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into the urine at a very low renal threshold, about 
0.5 mg. per 100 cc. It is thought, therefore, that the 
loss of bilirubin in the urine prevents a partial biliary 
obstruction from causing jaundice but that phospha- 
tase is retained in the plasma since it is unable to pass 
the renal barrier. Whether or not the retention theory, 
which depends upon the differential renal excretion 
of bilirubin and phosphatase, is correct, it offers an 
explanation compatible with the clinical findings re- 
ported. 

Since the completion of this study, Culver and co- 
workers '” reported on a series of six patients without 
jaundice with pathology of the common bile duct, 
either stone or stricture, who had hyperphosphatase- 
mia. To explain the dissociation of phosphatase and 
bilirubin, these authors suggested that the partial ob- 
struction of the biliary system raised the back pressure 
in the liver sufficiently to interfere with the excretion 
of phosphatase but not of bilirubin by the parenchy- 
mal liver cells. I prefer to consider the passage of 
phosphatase from plasma to bile to be more of a 
passive process largely independent of parenchymal 
cell activity, since most patients with severe paren- 
chymal cell dysfunction and many with acute yellow 
atrophy of the liver do not have any elevation of 
serum phosphatase level. 

Despite the lack of a generally accepted explanation 
of hyperphosphatasemia without jaundice, the data 
presented adequately demonstrate that this dissocia- 
tion does occur in patients with partial biliary block- 
ade and that the phenomenon may be put to good 
use clinically. 


Summary and Conclusions 


Determination of the serum alkaline phosphatase 
level is a remarkably accurate gauge of the presence 
of stones in the common bile duct or hepatic me- 
tastases in patients without jaundice. When the de- 
termination is done prior to cholecystectomy, the 
phosphatase level, if elevated, gives warning that ex- 
ploration of the common duct and drainage will 
probably be required. The test also assists in the 
evaluation of the condition of patients with post- 
cholecystectomy symptoms, since the phosphatase 
level is rarely normal if organic pathology of the duct, 
such as stones, stricture, or ampullary fibrosis, exists 
even though jaundice is absent. In my experience, 
this test has been fully as accurate as intravenous 
cholangiography in evaluating biliary tree patency. 
Similarly, management of cancer patients is facili- 
tated by determination of serum alkaline phosphatase 
level. Hyperphosphatasemia is a sensitive and early in- 
dication of metastatic spread to the liver, while a 
normal phosphatase level offers reassurance that the 
neoplasm has not yet involved the liver. Used pre- 
operatively, determination of the phosphatase level 
can assist in planning the type and extensiveness of 
surgery to be done. Employed in patients with a pre- 
viously resected neoplasm, the test helps gauge prog- 
ress and prognosis. Also, this test is occasionally 
valuable as a screening procedure for neoplasia and 
at times is the only clue to the presence of an occult 
neoplasm, such as carcinoma of the body of the pan- 
creas. 


J.A.M.A., May 4, 1957 


In conclusion, the results of this investigation con- 
firm the definite usefulness of determination of the 
serum alkaline phosphatase level in patients without 
jaundice with disorders of the common bile duct or 
metastatic involvement of the liver. As is true of any 
laboratory. procedure, the results of the test must be 
evaluated in light of the over-all clinical picture. 


923 Copper Ave. N. E., Albuquerque, N. Mex. 
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PERSONAL TECHNIQUE AND RESULTS IN INGUINAL HERNIA REPAIR 


Amos R. Koontz, M.D., Baltimore 


That inguinal hernias may be repaired successfully 
by a number of different methods is being demon- 
strated every year. A recent summary ' of the various 
methods being used, taken from personal reports from 
286 of the leading surgeons of the country, amply illus- 
trates this. Undoubtedly some of these reports were 
influenced by personal prejudices for or against cer- 
tain methods. I feel sure, however, that, on the whole, 
these eminent surgeons were setting forth unbiased 
and unprejudiced views based on a wide and thought- 
ful experience. 

Undoubtedly too many surgeons early in life adopt 
a method of inguinal hernia repair, which they use 
routinely without giving any thought to varying their 
methods to suit the individual case. One reason for 
this is poor training, which undoubtedly, and lamenta- 
bly, still exists in some of our hospitals. Another reason 
is that very often even able chiefs of service turn 
hernia operations over to the junior members of their 
house staffs, because they feel, if only subconsciously, 
that the operation is of little importance. The young 
house men are given entirely too much leeway in the 
choice of the operation and are not properly super- 
vised in the actual technique of the method employed. 
The fact has been impressed upon me in many hospi- 
tals, both civil and military, in this country and abroad, 
that the younger the surgeon the more fixed his ideas 
are apt to be and the poorer his results. This has 
resulted in a great deal of careless and sloppy work 
in hernia repair, and I believe that it is responsible 
for the still too large number of recurrences that we 
have throughout the country. 

In spite of this, when the operation is carefully dene, 
there are many methods which will effect a number 
of cures, approximating 100%, when these methods are 
used by thoughtful surgeons, without fixed ideas, who 
are willing to vary the operation to fit the anatomy of 
their patients. The late Dr. J. M. T. Finney was fre- 
quently heard to say: “Make your operation fit the 
patient. Don't try to make the patient fit your opera- 
tion.” The importance of this maxim is realized by all 
surgical philosophers. And how can a man really be a 
surgeon unless he is a philosopher? No matter how 
beautiful one’s surgical technique may be, he does not 
meet the yardstick of the surgeon unless he has a 
knowledge of the techniques of other sui geons and the 
judgment to evaluate the good and bad points cf those 
techniques. 


Methods of Operation 


It would be presumptuous to speak of any method 
as “the” method. In this paper I propose simply to 
recount some of the methods I have used with a high 
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¢ In 436 patients who had an operation for inguinal 
hernia, the recurrence rate was 0.46%. The almost 
100% cure rate is possible when any of the many 
types of procedures are performed by thoughtful 
surgeons who are willing to vary the operation to 
fit the anatomy of their patients. The important thing 
is for the surgeon to realize the importance of exer- 
cising infinite care and pains in every single step of 
the operation, no matter how inconsequential the 
hernia may seem to be. 





degree of success in inguinal hernia repair. There are, 
of course, other methods which have been success 
fully used. However, | believe that it is highly im- 
portant for us to reevaluate the subject occasionally 
and put more thinking and less dogmatism into it 
Dogmatism seldom has a place. The recent study 
referred to above shows that it has little, if any, place 
in inguinal hernia repair. 

Figures | to 6 illustrate some of the methods I have 
used in operating for this condition. There have: been 
various variations of these methods. Frequently only 
one part of the techniques depicted in the illustrations 
is used in a particular case. The legends under the 
illustrations describe the methods. Various points, 
however, will be discussed below. 

Handling of the Sac.—It is axiomatic that in indirect 
inguinal hernias there should be a high ligation of the 
sac. This can readily be done in primary indirect in- 
guinal hernias where the neck of the sac is narrow. 
\ simple transfixion and ligation is simply and easily 
done. However, in large indirect inguinal hernias and 
especially in recurrent hernias, the base of the sac is 
often very broad and a simple transfixion and ligation 
cannot be done. In these cases the sac should be dis- 
sected free, excised, and the peritoneum closed with a 
running suture of silk or cotton (fig. 1). 

In many instances the LaRoque’®* incision is most 
valuable in dealing with the sac. This is especially 
true in the case of patients with sliding hernias and 
with recurrent hernias, in whom the anatomy has been 
“scrambled” by previous operation and the relation- 
ships of the various structures are hard to determine 
through an inguinal incision. In these cases the La 
Roque incision is a great timesaver. This is a simple 
muscle-splitting incision, made about | in. above the 
internal ring, entering the peritonea! cavity at that 
point. By means of a finger in the peritoneal cavity, 
the relationships of the sac can be readily determined, 
the nature of the hernia can be ascertained, and the 
other usual sites of groin hernia explored in order to 
determine whether more than one hernia is present. 
In recurrent hernias this method is a great help in 
unscrambling the anatomy, which has frequently been 
so badly distorted by many previous operations. (1 
have operated on a good many hernias that had been 
operated on as many as six times before, and in one 
case the poor patient had had seven previous opera- 
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tions!) In sliding hernias this method provides an easy 
method of dealing with the condition and converts 
what in many cases is a difficult operation into an easy 
one. Those not familiar with this method of dealing 
with the sac in sliding hernias should lose no time in 
becoming so. 

In the majority of direct inguinal hernias the sac is 
dome-shaped and not excessively large. In such cases 
it is not necessary to open the sac, but the sac may 
simply be tucked in by puckering interrupted or mat- 
tress sutures. If the sac is large, it is best to open it, 
dissect it free, and excise it. The opening in the peri- 
toneum is closed with a running suture of black silk. 
In the occasional direct hernia, instead of the sac 
being dome-shaped owing to a general weakness of 
the transversalis fascia, it is pear-shaped and protrudes 
through one weak spot in Hesselbach’s triangle. which 


Relaxatit 


‘ 





& ’ nee oe Cina Es 


Fig. 1.—Sac of large scrotal hernia has been resected, and 
peritoneum closed with running suture of siik. Relaxation in- 
cision is being made in sheath of rectus muscle from symphysis 
pubis upward for approximately 3 in. This incision is not per- 
pendicular but is slightly diagonal, tending in lateral direction 
the higher it goes in order to conform to insertion of aponeurosis 
of external oblique into rectus sheath. Incision should be made 
as close to this insertion as possible. If it is made near lateral 
border of rectus muscle, a weak spot will be left just lateral to 
muscle when various structures are sutured together during 
plastic repair. 


is surrounded by strong transversalis fascia. Such a 
sac may be dealt with by transfixion and ligation. 

When one is dealing with what is obviously a direct 
hernia, one must be sure that there is not an associ- 
ated indirect hernia. This should always be carefully 
searched for. If there is any doubt about the presence 
or absence of an indirect sac, a LaRoque incision 
should be made, and the entire groin area explored 
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from within the peritoneal cavity for the presence of 
either an indirect or a femoral sac. Often a small in- 
direct sac cannot be palpated with the examining 
finger. However, with a LaRoque incision the abdom- 
inal wall at the lower edge of the incision can be 
lifted with.a retractor, and the internal inguinal ring 
inspected as well as palpated.* 

Closing the Hole in the Transversalis Fascia.—In in- 
direct inguinal hernias frequently the floor of the 
inguinal canal is strong (especially in young patients ) 
except for the opening in the transversalis fascia 
through which the sac protruded. After the sac has 
been disposed of, the hernia may be cured by simply 
closing the opening in the transversalis fascia snugly 
around the cord (fig. 3). This can best be done if the 
cord is lifted from its bed, so that the entire floor of 
the inguinal canal can be inspected. It should also be 
palpated, not only from the outside but from the in- 
side as well. This can be done with a finger in the 
abdominal cavity through the open sac. At the same 
time the possibility of any direct or femoral hernia can 
be determined. Undoubtedly a great many hernias can 
be cured simply by closing the hole in the transversa- 
lis fascia. However, I believe that it requires rare judg- 
ment to determine just which cases come in this cate- 
gory. It must be remembered that the patient would 
not have a hernia at all did he not have a tendency to 
some weakness in his fascia, or were he not put to- 
gether a little bit more loosely than the normal person. 
Realizing that he has this tendency, one must consider 
what may further happen to him as the years go by. 

Some authors advocate simply closing the opening 
in the transversalis fascia in the repair of direct in- 
guinal hernias. As a rule, a direct inguinal hernia is 
due to a thinning out of the transversalis fascia in the 
entire Hesselbach triangle area. In these cases the 
transversalis fascia is not strong enough to effect a 
cure by simply closing it. There are a few cases, how- 
ever, in which the fascia in Hesselbach’s triangle is 
strong except for one small area through which a direct 
hernia protrudes, having a sac resembling an indirect 
sac in shape rather than the usual dome-shaped affair 
which is generally encountered. Possibly simply clos- 
ing the hole in the fascia in these instances would cure 
the hernia. However, it is my feeling that more should 
be done in the way of a plastic repair in these cases. 

Relaxation Incision in the Sheath of the Rectus 
Muscle.—The relaxation incision in the sheath of the 
rectus muscle, first described by Halsted * in 1903 in 
one small paragraph of an article on hernia repair and 
since lucidly described by Fallis,” Rienhoff,° and Tan- 
ner,’ is a valuable adjunct to any form of plastic repair 
and provides relaxation of the tissues which cannot 
otherwise be obtained. I use it almost routinely in the 
repair of inguinal hernias in adults. The inner flap of 
the aponeurosis of the external oblique is dissected 
free from the sheath of the rectus by blunt finger dis- 
section. In recurrent hernias this often requires sharp 
dissection. The aponeurosis is then elevated with a 
retractor, and an incision in the rectus sheath is made 
just lateral to the insertion of the external oblique 
aponeurosis into the rectus sheath. The incision should 
extend from the symphysis upward for about 3 in. 
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(fig. 1, 3, 4, and 5). As a rule, in making the incision, 
one small vessel is severed. Both ends of this should 
be ligated with transfixion ligatures. Ordinary liga- 
tures may slip and cause bleeding. (I learned this the 
hard way. In closing an incision a few years ago, 
blood started welling up from below. I had to open 
the wound and found that a ligature had slipped on a 
vessel which had been cut in making the relaxation 
incision. ) Immediately the relaxation incision is made, 
the edges of the fascia separate for about | in., which 
is a great factor in relieving tension in any plastic 
repair. Indeed, if only a hole is to be sutured in the 
transversalis fascia, this relaxation incision seems 
worthwhile. 

The question is often asked, Will not such an inci- 
sion weaken the abdominal wall? It will not if the 
incision is made at the proper place and as far mesially 
as the attachment of the aponeurosis of the external 
oblique to the rectus sheath will permit. If the incision 
is made toward the lateral edge of the rectus muscle, 
the suturing of the structures in the plastic repair will 
pull the sheath away from the lateral edge of the mus- 
cle, leaving a very weak spot there with nothing but 
transversalis fascia and peritoneum, as the posterior 
sheath of the rectus is absent below the semilunar line 
of Douglas. Halsted,* in reflecting a flap of the sheath 
of the rectus to strengthen Hesselbach’s triangle, 
pointed out that such a reflection of the flap left a 
weak spot at the lateral edge of the rectus. It is true 
that this weak spot is covered by the aponeurosis of 
the external oblique, and Davis has found that it 
causes no trouble in using the Halsted flap operation. 
Be that as it may, it is simple to make the relaxation 
incision over the belly of the muscle itself, where it 
certainly causes no trouble. It has been demonstrated 
experimentally * that in such cases the rectus sheath 
undergoes regeneration. 

Position of the Cord.—I was brought up on the Fer- 
guson-Andrews operation ° (also called the Halsted II * 
and the Hopkins operation ) for indirect inguinal her- 
nia and on the Bassini operation for direct inguinal 
hernia. In the Ferguson-Andrews operation the cord 
is left in its bed, the conjoined tendon sutured to 
Poupart’s ligament over it, and the flaps of the aponeu- 
rosis of the external oblique are overlapped. Because 
[ felt that there were too many recurrences with the 
Ferguson-Andrews operation, I abandoned it and 
started using the Bassini operation routinely for both 
direct and indirect inguinal hernias. I soon gave this 
up also and for 20 vears or more have been transplant- 
ing the cord almost routinely in adults into the original 
Halsted subcutaneous position. This allows a tight 
and complete closure of the lower end of the canal 
and, I believe, gives a better chance of preventing a 
direct recurrence than if the cord is left in either the 
Ferguson or the Bassini position. Even young adults, 
who at the time of their hernia repair seem to have 
strong fascia in the floor of the canal, suffer a thinning 
out of these structures in middle or old age with a 
tendency to develop direct hernias. A tight closure of 
the lower end of the canal helps to obviate this. Be- 
sides, interposing the cord between layers of good 
supporting abdominal wall interferes with the growing 
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together of such structures as the internal and the 
external oblique, and it seems reasonable to believe 
that these united structures will form a firmer buttress 
against intra-abdominal pressure than if they have the 
cord interposed between them. It has been shown 

that this position of the cord has become the most 
popular among leading surgeons of the country for 
large indirect inguinal hernias and also for direct 
hernias. 

An objection that is often raised to the subcutaneous 
transplantation of the cord is that it destroys the ob- 
liquity of the canal. It is true that the canal is oblique 
to start with. But if the oblique canal does not prevent 
the occurrence of a hernia, how can the preservation 
of its obliquity prevent the recurrence of the hernia? 
It must be remembered that, in order for an indirect 
hernia to recur, it must first emerge through the in- 
ternal ring. If that emergence occurs, the recurrence 
is a fait accompli, and the position of the external ring 
has no bearing on this already accomplished fact. 

Another objection that has been raised to the sub- 
cutaneous transplantation of the cord is that it might 
cause some tenderness in this position in thin persons 
I have never seen this occur, and I have not been able 
to find any surgeon who has seen it occur. I have occa- 
sionally, in operating for bilateral inguinal hernia, 
transplanted the cord in the subcutaneous position on 
one side and in the Bassini position on the other side. 
None of these patients was ever aware of any differ- 
ence in the two sides. 

Removal of the Testis.—The only reason for remov- 
ing the testis is to dispense with the cord. Probably 
the presence of the cord is the greatest obstacle to the 
cure of inguinal hernia in the male patient. This struc- 
ture is undoubtedly responsible for the far greater 
number of inguinal hernias in male than in female 
patients. In spite of this, | believe that most inguinal 
hernias in male patients can be cured without sacri- 
ficing the cord. Some surgeons refuse to operate on 
difficult recurrent hernias unless the patient agrees to 
the sacrifice of the testis on that side. | no longer ask 
patients before operation if they are willing to have 
a testis removed. Most of them flatly refuse or accede 
to the request with great reluctance. In an occasional 
case in recurrent hernias, the cord comes through the 
internal ring through a mass of scar tissue, sometimes 
of such a cartilaginous consistency that proper closure 
of the structures around the cord is impossible, and it 
is felt that the presence of the cord would invite an- 
other recurrence. In such cases the cord may simply) 
be transfixed and ligated at both the internal and the 
external ring, and the intermediate portion resected. 
Unless the testis has been removed from its bed, the 
collateral circulation to that organ will not have been 
interfered with, and atrophy is rare. In those patients 
in whom atrophy does occur, it is probable that the 
cord has been dissected free too far beyond the ex- 
ternal ring, thus interfering with the collateral circu- 
lation. After such an excision of a section of the cord, 
some swelling and tenderness of the testis occurs, but 
this condition generally subsides within a few days. A 
suspensory should be worn during the troublesome 
period. 
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Reducing the Size of the Cord.—Reducing the size 
of the cord is highly important, so that the internal 
ring may be closed snugly around as little tissue as 
possible. Large cords can be greatly reduced in size 
by removing the cremaster and any fatty tissue or 
lipomas which are in the cord (fig. 1, 2, and 3). 





Fig. 2.—In large hernias, cremaster is generally considerably 
hypertrophied. Here it is being separated from rest of cord in 
order to reduce size of cord at internal ring and thus enable 
better approximation of tissues around cord in that area. Any 
lipomas or fatty tissue in the cord should also be removed. 


Closing the Internal Ring.—I believe that a great 
many hernias recur because the structures forming the 
internal ring are not closed snugly enough around the 
cord. In most cases there would be no indirect hernia 
in the first place if the structures had not been lax 





Fig. 3.—Transversalis fascia being closed. This should be closed 
carefully in all cases. It is much stronger in some cases than in 
others. It should be closed snugly around cord at internal ring. 


about the cord at the internal ring. In repairing the 
hernia, the structures around the internal ring should 
be closed tightly enough to prevent a new hernia sac 
from impinging itself between these structures and the 
cord. This requires a very tight closure. It is difficult 
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to close the internal ring tightly enough to interfere 
seriously with the circulation of the testis. That, how- 
ever, is a calculated risk which every surgeon has to 
take if he expects to cure an indirect inguinal hernia 
and save the cord. Unless he does close the structures 
tightly, he may expect a recurrence. Atrophy of the 
testis is rare even with a very tight closure of the in- 
ternal ring. The method of Lytle, in which the cord is 
fixed to the edge of the internal ring by suture (fig. 4) 
to prevent a new hernia sac from being dragged down 
by traction on the cord, seems to have merit. 
Removal of Extraneous Tissue.—Before any type of 
plastic repair is attempted, all extraneous tissue, such 
as cremaster, areolar, or adipose tissue, should be 
thoroughly cleaned out of the canal. Also, all adipose 
and areolar tissue should be removed from any struc- 
tures to be used in the plastic repair. This is highly 
important. It has been demonstrated experimentally *° 
that areolar or other intervening tissue between su- 





(Sdlok-* . 


Fig. 4.—Transversalis fascia has been closed. In those cases in 
which it is bulging, it should be converted into a flat surface by 
puckering sutures, A Lytle suture is being placed above internal 
ring, approximating structures about cord there and transfixing 
some tissues of cord in order to prevent a dragging down on 
peritoneum by that structure, thus possibly producing a new 
hernia. Conjoined tendon is about to be sutured to Poupart’s 
ligament. This is done only in those patients in whom it is felt, 
from the nature of the anatomy, that the closure would be 
stronger by so doing. 


tured structures results in a thin, filmy, flimsy type of 
union, instead of the good solid union that can be 
obtained if such intervening material is removed be- 
fore the structures are sutured together. 

Conjoined Tendon.—If the conjoined tendon is to 
to be used in the repair (fig. 4), one should be able 
to bring it down to Poupart’s ligament without tension. 
This can readily be done in most instances by using 
the relaxation incision in the sheath of the rectus 
muscle. If the transversalis facia is strong and the 
opening in it has been well closed, it seems hardly 
necessary to bring the conjoined tendon to Poupart’s 
ligament. If it seems to the surgeon that the closure 
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vould be stronger by so doing, though, there is no 
reason for not doing it. Each case is an individual 
case, and the use of the structures used in the plastic 
repair should be made to the best advantage on an 
individual basis. I seldom find it necessary or ad- 
vantageous to suture the conjoined tendon to Poupart'’s 
ligament, even when it is felt that the transversalis 


Pouparts 
Wig. \ 





Fig. 5.—Entire area, including the relaxation incision in sheath 
of rectus, has been reinforced by a piece of tantalum gauze. The 
size of this piece is generally 4.5 to 5 in. long by 2 to 2.5 in. 
wide. Only lower or outer edge is sutured to Poupart’s ligament 
with interrupted sutures of silk. It is not necessary to turn edges 
under. Mesial, or inner, edge should be cut so as to fit snugly 
into line of fusion of aponeurosis of external oblique to sheath 
of rectus. However, it should not be too wide, or buckling will 
ensue when edges of aponeurosis of external oblique are approxi- 
mated, Sutures are unnecessary, except as shown, because 
aponeurosis of external oblique, when put back into its normal 
place, securely holds tantalum gauze in place. 


fascia might become weakened at some later date. 
In these cases a piece of tantalum gauze used to rein- 
force the entire area has proved to be sufficient. 

Tantalum Gauze.—Tantalum gauze has been proved 
to be most efficacious in those patients who have 
tissue deficiencies or very weak tissues. It has the 
advantage over fascia flaps of not giving trouble in 
the presence of infection.’' Fascia flaps slough out 
if infection is encountered, while tantalum gauze 
remains in place and the resultant cure is just as 
strong as if there had been no infection. Tantalum 
gauze is especially valuable in recurrent hernias. 
When I first used it in inguinal hernia repair, I used 
a very small piece—a long narrow strip just wide 
enough to cover the first suture line (conjoined tendon 
to Cooper’s ligament). This resulted in a recurrence. 
Later I used it simply to cover the Hesselbach triangle 
area.” In one patient in whom it was so used in re- 
pairing a direct hernia, an indirect hernia appeared a 
vear or two later. Possibly enough attention was not 
paid to closing the internal ring at the first operation. 
Since then I have been using the method depicted in 
figure 5, using the gauze to cover the entire hernial 
region and making a snug V-shaped vent for the cord 
at the internal ring. 
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Aponeurosis of External Oblique.—In their original 
operations both Halsted and Bassini simply approxi- 
mated the edges of the two flaps of the aponeurosis 
of the external oblique in making their closures. The 
edges of these two flaps were first overlapped by 
Lucas-Championniére, of France. The procedure was 
popularized in this country by E. Wyllys Andrews, of 
Chicago. After him, the practice of imbricating the 
flaps of the aponeurosis became pretty general here. 
I used it routinely for years. I have abandoned the 
practice (fig. 6), however, except in those few cases 
in which the flaps are so loose that the imbrication 
may be accomplished without any tension. As a rule, 
this is not the case, and the flaps cannot be overlapped 
without tension. This is highly undesirable. Anyway, 
especially in large hernias with poor tissues, the ex- 
ternal inguinal ring is large and the aponeurosis of the 
external oblique is poor in that area, so that successful 
overlapping is difficult or impossible in the area where 
strength is most needed. Furthermore, the roof of the 
inguinal canal is not the important part in preventing 
a hernia recurrence. It is obvious that the floor is the 
important part and that, if the floor is not strong, a 
recurrence is invited. If a new hernia appears through 
the floor of the canal, the patient already has his 
hernia, no matter how strong the roof is. In those pa- 
tients with poor tissues the floor of the canal can be 
strengthened by the use of tantalum gauze, as indi- 
cated above. Then it does not become highly im- 
portant to depend upon the overlapping of a weakened 
aponeurosis of the external oblique in the Hesselbach 
triangle area to reinforce that region. 





Fig. 6.—Aponeurosis of external oblique has been closed with 
interrupted sutures of silk. Operation is now finished except for 
closing subcutaneous tissue and skin. Former is closed with in- 
terrupted sutures of fine silk, and latter, with fine silk continuous 
sutures, 


Cooper's Ligament Repair.—The method of Cooper's 
ligament repair was first used by Lotheissen’’ in 
1898. It has recently been popularized in this country 
by McVay and Anson."* After publication of the latter 


authors’ first paper on the subject, the method was 
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pretty universally tried here. There is reason to be- 
lieve that it is not now as widely used as it formerly 
was,’ although a few surgeons use it routinely. The 
method is a lifesaver in certain types of tissue defects, 
but I believe that its routine use is improper anatomi- 
cally, in spite of the seemingly logical argument of 
McVay and Anson that to suture the conjoined tendon 
to Poupart's ligament is to transpose fascia planes, the 
conjoined tendon being in the same fascia plane as 
Cooper's ligament, while Poupart’s ligament is in the 
same fascia plane as the fascia lata and the aponeurosis 
of the external oblique. Even so, when the fascial struc- 
tures are strong in Hesselbach’s triangle, those 
structures have to be disrupted in order to expose 
Cooper's ligament, so as to suture the conjoined tendon 
to it. This seems to me undesirable. It is true that 
some surgeons suture the conjoined tendon to Coop- 
ers ligament without exposing the ligament. This is 
an improper procedure for two reasons. In the first 
place, if intervening structures are left between the 
conjoined tendon and Cooper's ligament, firm healing 
cannot be expected.'” In the second place, there are 
frequently aberrant vessels in this area, which may be 
punctured by blind suturing and cause severe hem- 
orrhage, or even the external iliac vein itself may be 
injured. I use the Cooper ligament repair in those 
patients in whom the anatomic findings are such that 
I believe the repair will be stronger with the use of 
Cooper's ligament than it would be with the use of 
Poupart’s ligament. This seems to me to be the crux 
of the situation— to get the strongest repair, no matter 
what structures are used in making the repair. The 
Cooper ligament repair is ideal in those patients in 
whom the inguinal ligament has been cut at a previ- 
ous operation or in whom it is weak or frayed. I use 
it routinely in operations for recurrent femoral 
hernia. 

Suture Materials.—Silk and cotton are the popular 
suture materials for hernia repair in this country. I 
strongly feel that they are the best suture materials 
(now available) in all clean surgical cases. There is 
very little choice between the two materials. Both 
keep structures in apposition until strong healing 
takes place, and both give trouble in the presence of 
infection. I believe that it can be categorically stated 
that absorbable surgical suture (catgut) should never 
be used as a suture material in hernia repair. The suc- 
cess of the repair depends upon having the important 
structures, which are sutured together in making the 
repair, stay in apposition until firm healing takes 
place. Harvey and his co-workers have shown that it 
takes 10 to 14 days for such healing to occur. The 
wound does not become firmly consolidated until 
about two months after operation. It has been amply 
demonstrated that the tensile strength of absorbable 
material in buried sutures is variable and that in a 
great many cases it cannot be depended upon to hold 
structures in apposition until firm healing takes place. 
Parsons reported that the recurrence rate at the 
Presbyterian Hospital in New York was four times 
as great when absorbable surgical suture was used as 
when silk was used. The statement is frequently made 
that the former is better now than it was 20 years 
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ago. This is unquestionably true. However, Madsen 
has recently made extensive studies on suture ma 
terials. In a comparison of silk and chromic absorbable 
sutures, he found that, when those sutures were placed 
in fascia, they initially had the same tensile strength 
After six days the silk sutures maintained their initia! 
tensile strength in nine out of nine cases, whereas 
only three out of nine chromic absorbable sutures 
were reliable. Madsen also showed, as had been amply 
demonstrated before,'* that there was a marked cellu- 
lar reaction around the absorbable sutures. In view 
of these findings, it seems to me that it is only to 
court disaster to use absorbable surgical suture as a 
suture material in hernia repair. It is true that some 
of the patients in whom this material is used will 
remain cured, but the incidence of recurrence is 
much higher. 

Some surgeons still raise objection to using silk or 
cotton, claiming that they cause trouble in the pres- 
ence of infection and often a persistent sinus tract. 
This is unquestionably true. However, frequently the 
offending silk or cotton suture may be fished out with 
a crochet needle or with a very small ear curet. If 
this method is not successful, it seems to me far more 
desirable to have to open an occasional sinus tract 
under local anesthesia and remove an offending suture 
than to run the risk of the large incidence of recur- 
rences which one unquestionably runs in using non- 
absorbable sutures. 

In order to obviate the trouble that silk or cotton 
causes in the presence of infection, some surgeons use 
stainless steel wire as suture material in hernia repair. 
I do not believe that this is desirable because of the 
tendency of the wire sutures to cut through the tis- 
sues. Furthermore, I have recently operated on two 
patients with recurrent hernias. in both of whom the 
previous operation had been done two years before, 
and in whom there were abscesses around heavy loops 
of wire, with resultant sinus tracts. If smaller wire 
had been used, the chances are that the abscesses 
would not have occurred. However, the finer the 
caliber of the wire, the greater is the chance of cut- 
ting through. 

Whatever suture material is used, the importance of 
not “cutting on the knot” should be again stressed. 
Too many house men are still being taught to cut on 
the knot. The important experimental work of Price 
has shown that any suture material, even wire, will 
become untied if the suture is cut on the knot. He 
found that the suture should be cut so that the ends 
left are at least 2 mm. long. 


Statistical Data 


In the statistical data here furnished, reference is 
made to the number of actual hernias operated on. 
It is felt that it will only becloud the issue to talk 
about bilateral or unilateral hernias. It is my feeling 
that there is no more reason for having a recurrence 
when the patient has two inguinal hernias than when 
he has only one, if the case is properly managed. It 
is my practice, in operating on a patient with bilateral! 
inguinal hernias, to operate on the worst side first. If 
after completing the operation on that side, it is felt 
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undesirable for any reason to operate on the second 
side at the same time, I defer the operation on the 
second side, no matter how anxious the patient may 
have been to have both sides operated on at once. By 
following this practice, I believe that as good results 
can be obtained in patients with bilateral hernias as in 
those with only single hernias, despite the fact that 
most recorded statistics are to the contrary. The poor- 
er results in operating on bilateral hernias are proba- 
bly due to poor judgment in routinely doing both sides 
at once, in spite of the conditions found at time of 
operation. 

In the series here reported, there was probably the 
usual proportion of cases of bilateral hernia. The 
proportion, however, may have been slightly less than 
the average, owing to the fact that a great many cases 
were recurrent cases. However, in a great many of the 
cases the recurrence was bilateral. 

Four hundred thirty-six hernias are reported in this 
series. Of that number, 99 may be considered ordinary 
run-of-the-mine cases which were easy to cure, pro- 
vided that a proper and careful operation was done. 
Three hundred thirty-seven of the cases, however, 


Categories of Hernias 


Primary Hernias with Poor Tissues 
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246 

Recurrent Hernias 
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Pe ee i yc catensswebsunadddcduasanasscousdensasdced 3 
i ae icuiiiccccuadetwewiddenkesderscietbeauadscun 1 

91 


might be considered far from run-of-the-mine in that 
the hernias were associated with poor tissues, there 
were large defects, or the hernias were large or re- 
current. These cases may be divided into the cate- 
gories shown in the accompanying table ( “sliding,” 
as used in the table, means sliding hernia of the large 
intestine ). 

Of the 91 recurrent hernias, 46 were direct, 34 were 
indirect, and 11 were saddlebag. These figures pretty 
well coincide with reported figures from other authors 
on the nature of recurrent hernias. It was obvious in 
some of the indirect recurrences that the sac had not 
been obliterated at all at the first operation, because 
in several of these cases the sac was of the congenital 
variety with the testis still in it. This is a sad com- 
mentary on the operation for hernia as performed by 
some surgeons. Undoubtedly the situation is improv- 
ing, but there is still room for improvement. 

Only five cases in this series were strangulated. 
In five cases of huge scrotal sliding hernias it was nec- 
essary to cut the oblique muscles in order to reduce 
the huge mass of intestine through the internal ring. 
This method has been previously described.'” In only 
four cases was it considered necessary to transect 
the cord. I believe that this is only necessary in those 
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few cases in which there is so much cartilaginous 
scar tissue due to previous operations that the pres- 
ence of the cord would be an actual deterrent to a 
cure of the hernia. Ordinarily this is not the case; the 
cord can be left, and the structures snugly sutured 
about it at the internal ring. 

In two cases the bladder was entered. In both of 
these cases there was a sliding hernia of a diverticulum 
of the bladder, with only the mucosa of the bladder 
forming the wall of the diverticulum. The usual blad- 
der musculature was absent, to warn the surgeon that 
he was near the bladder. These cases have been re- 
ported elsewhere.” In a third case a diverticulum of 
the bladder was encountered but was recognized be- 
fore it was entered. In the series there were many 
cases of sliding hernia of the bladder in direct hernias, 
but these presented no special problem. 

In a large proportion of the 337 special cases tabu- 
lated above, either tantalum gauze or cutis grafts 
(14 cases) were used as reinforcement materials. 


Results 


Realizing that there is no such thing as a completely 
satisfactory follow-up system, I have tried to obviate 
the defects of the periodic follow-up by trying to keep 
in constant contact with my patients. It is my practice 
to check hernia cases every six months for the first 
two years and after that once a vear as long as the 
patients are willing to come back. Most of them are 
very glad to come back. A great many who live in 
distant cities come back. If they do not, they are at 
least written to, and a report is obtained from them or 
from their physicians. In spite of this, there are always 
a certain number of patients who through indifference 
or change of address are lot sight of. Only those who 
could be followed up are included in this series. 

There were no deaths in the series, although many 
of the patients were in the aged group, being in the 
70's and 80's (the oldest was 89 years of age). Most 
of the aged patients had large disabling hernias with 
poor tissues, and they often had associated debilitat- 
ing diseases: Most of these were operated on under 
spinal or local anesthesia. 

In a great many of the recurrent cases, the anatomy 
had been badly distorted by previous operations, and 
frequently Poupart’s ligament had been cut at one 
of the previous operations. The easiest recurrent 
hernias to repair are those in which the preceding 
surgeon did little or nothing at the time of his opera- 
tion, not even removing the indirect sac. Fortunately 
we are seeing fewer of such cases. 

There were two recurrences in the patients here 
reported on. Both of these were early cases in which 
tantalum gauze was used as a reinforcing material be- 
fore the technique for its use had been well developed. 
One patient was an older man who had a twice re- 
current hernia and exceedingly poor tissues. A Cooper's 
ligament repair was done. The suture line (conjoined 
tendon to Cooper's ligament) was reinforced by only 
a narrow piece of tantalum gauze, just wide enough 
to cover the suture line. Experience soon showed that 
this was not sufficient (as recurrence was prompt) 
and that, if tantalum was to be used, the entire 
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area should be covered. This patient was reoperated 
on by me and has now been well for seven years since 
the second operation. 

The second recurrence was in a woman with flimsy 
and frail tissues, in whom the conjoined tendon had 
been sutured to Poupart’s ligament and the suture 
line reinforced with a narrow piece of tantalum gauze. 
This proved to be as inadvisable as in the case just 
mentioned. This patient was also reoperated on by 
me and remained well for three years, until she died 
of hemorrhage from a ruptured esophageal varix, 
which was due to cirrhosis of the liver. 

In a third case in which I used a piece of tantalum 
gauze to cover the Hesselbach triangle area ‘* in 
operating for a recurrent direct hernia, an indirect 
hernia appeared two years later. The direct repair 
was still strong and was not molested when the in- 
direct hernia was repaired. The appearance of the 
indirect hernia would ordinarily be called a recur- 
rence.However, the patient had never had an indirect 
hernia. So, how could it be a recurrence? The pos- 
sibility must be borne in mind, of course, that at my 
first operation on this patient | may have missed an 
indirect hernia that was acutally there at the time, 
as I had not examined the internal ring through a 
LaRoque muscle-splitting incision. It was this experi- 
ence that led me to abandon using a small piece of 
tantalum gauze in inguinal hernia repair and to use 
the present method (fig. 5) of covering the entire 
hernial area. This is essentially the method used by 
Throckmorton, except that I do not turn the edges of 
the tantalum gauze under and suture only the lower 
edge to Poupart’s ligament, depending upon the 
aponeurosis of the external oblique to hold the 
tantalum in place. 

Of the 436 patients whose cases are here reported, 
50 were operated on less than a year betore the time 
of writing. There have been no recurrences in them. 
The other 386 cases have been followed from | to 22 
years. While it is true that some hernias do recur 
after a period of many years, it is my feeling that most 
recurrences take place within the first six months and 
nearly all within the first two years. Naturally, no one 
can be absolutely sure that a hernia will not recur as 
long as the patient is still alive. 

Of the 386 patients operated on more than a year 
ago, 45 have been well 1 year or more; 49, 2 years or 
more; 43, 3 years or more; 42, 4 years or more; 
and 207 have been well from 5 to 22 years. 

The recurrence rate in this series is 0.46%, if only 
the two cases of actual recurrence mentioned above 
are included. If the third case, in which an indirect 
hernia followed two years later after the repair of a 
direct hernia, is included, the recurrence rate is 0.69%. 
Experience in checking these cases over a number of 
years makes me believe that, as the years go by, this 
percentage will not be materially increased. This may 
seem like an unjustifiable statement. Yet, it is the 
firmness of the repair at repeated yearly examination 
which gives one faith in the methods used. It is 
especially noteworthy how strong the repair feels 
years afterward in those cases in which tantalum 
gauze has been used. 
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Conclusions 


I am aware of the fact that other surgeons who have 
used other methods of repair of inguinal hernia have 
sometimes obtained as good results. There are 
unquestionably many methods that may be used in 
successful hernia repair. The important thing is for 
the surgeon to realize the importance of exercising 
infinite care and pains in every single step of the 
operation, no matter how inconsequential the hernia 
may seem to be. If this is done, success may be at- 
tained with many methods; if it is not done, failure is 
invited with any method. 

The methods here described are felt to be depend- 
able and have given me a high degree of success in 
the repair of this widespread and troublesome con- 
dition. 


1014 St. Paul St. (2). 


The number of literature references has been reduced to a 
minimum in order to conform to editorial policy. The author 
will be glad to furnish a full literature reference list to anyone 
desiring it. 
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ORGANIZATION AND POSITION OF MEDICINE TODAY 


Gordon F. Harkness, M.D., Davenport, Iowa 


The American Medical Association is your associa- 
tion. The ramifications of the A. M. A. are many. It 
should be a sort of guiding light to all of us, remem- 
bering that it is only an amalgamation of component 
parts—first, of the state societies and, then, in turn, of 
their component parts, the county medical societies. 
It is to be remembered that each of these units has its 
inherent rights and responsibilities. No matter to what 
special field of medicine one may limit himself, we are 
all doctors of medicine and have an individual re- 
sponsibility relative to measures for the common good, 
for the benefit of humanity, and for the protection of 
our professional interests. 

The A. M. A., recognizing scientific progress and 
the consequent development of more specialized fields 
of medicine, has instituted scientific assemblies of 
these special groups at its annual meetings. It has also 
recognized that in its organizational format the House 
of Delegates, whose members are chosen by the state 
organizations, is the final authoritative body. It has 
gone further and recognized that to be truly demo- 
cratic it must permit special fields of medicine to have 
a minority representation and that it must give each 
scientific section the right to elect one delegate to 
represent that section. In that capacity I have tried, 
for a number of years, to represent the Section on 
Laryngology, Otology and Rhinology to the best of 
my ability. 

The House of Delegates works a good deal like 
our national Congress. A great mass of resolutions is 
introduced each session. The resolutions are referred 
to reference committees, which expedite them and 
give them thoughtful consideration. Here any mem- 
ber or delegate can appear and offer his arguments 
for or against any resolution. Then the committee 
brings its report relative to each resolution to the 
House of Delegates, which alone has the final au- 
thority. Much of a delegate’s work is accomplished 

before the reference committees, though he always re- 
tains the right to present his arguments on the floor 
of the House. 


Problems of Delegates 


In the beginning some of the section delegates 
found themselves very much alone, lone mavericks, 
as it were, though my own state delegates always 
took me in as one of their own. Several years ago, the 
section delegates formed an informal, intimate un- 
official organization. Two breakfasts are held during 
each session. It is in no sense a small political block. 
No votes are ever taken, no minutes are recorded, and 
no voting obligations are asked of each other. But it 
does give a section delegate an opportunity to explain 
any problems he might have and to obtain the aid of 
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* The primary and absorbing interest of the physi- 
cian is to give the best he has for the benefit of the 
sick person. Nevertheless, he must also give thought- 
ful consideration to the changes in the social fabric 
and to the philosophy and economics of modern liv- 
ing. Organization is necessary, and the success of a 
democratic organization depends on a sense of re- 
sponsibility in its members. They should be aware 
of the constructive work that is being done. No other 
group has demonstrated a greater devotion to hu- 
man welfare or contributed more to science than the 
medical profession. Its humanitarian and scientific 
achievements constitute a wonderful heritage, and it 
is the individual physician’s responsibility and duty 
to help preserve it. 





sympathetic fellow delegates who might be interested 
in helping to promote his ideas. It takes time for a 
delegate to familiarize himself with the procedures 
and to learn how to conduct himself most effectively 

I would like to mention just one problem, the most 
important and difficult one that I have encountered 
since I have represented this section in the House of 
Delegates. It was difficult primarily because, in repre- 
senting the section and its members’ wishes, I found 
myself in opposition to the views of the Board of 
Trustees. Let me emphasize, this is no criticism of the 
Board. No one holds it in greater respect, as a body, 
than I do. Its members are earnest gentlemen, giving 
of their time and effort for the benefit of the medical 
profession. As various problems arise, these men de- 
scribe the picture as they see it. 

This problem concerned the status of the dental- 
oral surgeon on the hospital staff and the limitations 
of his field. This section and others felt that there was 
a deliberate attempt by this group of the dental pro- 
fession to invade the practice of medicine and sur- 
gery. This was unfortunate, because the medical and 
dental professions should be working together as a 
team. All that was proposed from the House of Dele- 
gates was a statement of approved policy without in 
any way invading the inherent rights of local organ- 
izations. It took three years to get this statement es- 
tablished as originally requested. This was accom- 
plished with each group giving the other credit for 
sincerity of purpose. Although it may have appeared 
that I carried on a lone controversy, I had valuable 
assistance indirectly from individuals and from some 
groups. 

The incident is closed, and an account of it might 
be misinterpreted if published, but I do think that 
members of the A. M. A. are entitled to know some- 
thing of the trials and tribulations of a delegate and 
to be given an epitome of the controversy. The House 
of Delegates affirmed my request in 1953 and re- 
affirmed it in 1955. I sincerely hope that this par- 
ticular controversy is now ended. 
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Medicine Today 


Some of my thoughts relative to our profession as 
of today are based on the following premises: 

1. Scientific medicine stands in the foreground of 
the scientific achievements of the past 50 years. Its 
position cannot be disputed. 

2. The younger men in our profession have the 
same ideals that prompted those of us who are now 
in the twilight zone of professional life when we sub- 
scribed to the Hippocratic Oath. 

3. No other group has demonstrated a greater de- 
votion to human welfare. More harm is done, in in- 
fluencing public attitude, by one doctor who strays 
from the path of rectitude than can be compensated 
for by 100 altruistic professional or charitable services. 

1. The accomplishments of medicine had their birth 
and development during an era of individual freedom 
and acceptance of individual responsibility. A similar 
acceptance of responsibility by the American people 
has brought our country to its present preeminent 
position. 

5. We have in our profession a wonderful heritage, 
and it is our individual responsibility and duty to help 
preserve it. 

Secialized Medicine.—The socialist trends that 
have become a part of our lives in the last 30 years, 
trends that have become a part of governmental as- 
sumption, are disturbing. It is axiomatic that the more 
functions the government assumes the less individual 
freedom you have. When such trends become a part 
of the social fabric, their rescindment is far more diffi- 
cult to attain than the original accomplishment. Why 
have these things happened? Is it due to a changing 
philosophy of life? Is it due to a changing economic 
phase of life or to a political promise of a mass 
utopia? I do not pretend to have the specific answers. 
Call it a combination of factors, but T feel that com- 
placency on the part of individual members of our 
profession is our greatest weakness. In what way are 
we to blame? Have we failed individually? A_ little 
self-analysis is always good for any individual or 
group. 

In approaching this problem, every doctor, no mat- 
ter how limited his field may be, must realize that 
ultimately government supervision of caring for the 
ill will be decided not by the medical profession but 
by the public. Here the political factor plays a big 
role. This brings us to a realization that it is our re- 
sponsibility to convince the public that we can do a 
better job medically and economically and volun- 
tarily than can any government bureau. 

Public Relations.—Today it is popular to turn to our 
so-called public relations programs. I never heard of 
public relations for the medical profession when I 
started to practice medicine. The doctor was a very 
highly respected man in his community. Let us bear 
in mind that the keystone of good public relations is 
the attitude of the individual doctor toward his indi- 
vidual patient, rich or poor. Yet the doctor, individual- 
ly, is important in his influence beyond his own small 
sphere. So, acknowledging this importance, it be- 
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comes necessary to turn to organized medicine to 
facilitate mass education. Recent surveys have show: 
that lay individuals overwhelmingly still think wel! 
of their own doctors, but many are in doubt concern- 
ing the medical profession as a whole. Why do the, 
have such a feeling? It is our responsibility to dis- 
cover the reasons and to correct them. 

Organized medicine has established, through many 
state organizations, so-called grievance committees 
and has advertised them to the public. I commend 
this, though I would prefer use of the word “adjust- 
ment” rather than “grievance.” While the word “griev- 
ance” crystallizes the committees’ purpose in the 
public mind, at the same time it carries with it the 
idea that there must be something wrong if the med- 
ical profession feels the necessity of establishing such 
committees. Since most of these grievances are eco- 
nomic, I would suggest that, when information about 
the setting up of these liaison committees is dissemi- 
nated, a statistical report be included showing what a 
small factor these grievances play in economic and 
professional relations. Let us be positive in our public 
relations and not engage in a defensive campaign. It 
is deplorable that there are articles in lay publica- 
tions, some of them by physicians, that emphasize the 
derelictions of a few and imply that if a doctor be- 
longs to certain organizations he is infallible but that 
tend to leave doubt in the reader’s mind as to those 
doctors not associated with these organizations. 

Can it be that the cost of medical care is a pre- 
dominating factor in affecting public attitude? Sur- 
veys do not support this contention, particularly as 
to the individual's feelings toward his own physician. 
(Few people realize that with the advances in scien- 
tific medicine the actual over-all cost of good medical 
care, preventive and therapeutic, is less per capita 
than years ago. Many diseases are now practically 
nonexistent, and the period of illness has been marked- 
ly reduced in many other diseases.) I think the burden 
of medical care has a more fundamental basis, eco- 
nomically speaking. 

It is to be remembered that there are four funda- 
mental essentials in living. They are food, housing, 
clothing, and medical care. The first three factors are 
constant and can be provided for by the employed 
individual through budgeting according to his in- 
come, but the fourth, medical care, is not a constant 
factor. The time of its need is unpredictable. There 
may be long intervals when it does not enter the 
picture and then it may strike with overwhelming 
force and almost cause a financial disaster. The only 
answer for this is budgeting regularly through insur- 
ance. Let me add that the so-called social security 
program, now a part of our government fabric, makes 
no claim to being an actuarily sound insurance pro- 
gram. It is in no way a protection from the cost of 
illness. In fact, it is only an acceptance by govern- 
ment of certain required payments from its citizens, 
without reserve funds being set aside on an actuarial 
basis, and a promise by government to meet specified 
obligations by future taxation if current funds do not 
meet them. 
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The only way left for the individual to meet these 
unexpected costs in this fourth essential factor of liv- 
ing is through budgeting for it by means of insurance. 
We have good commercial companies offering this 
protection on an indemnity basis. We have the Blue 
Shield programs going even farther and offering full 
service, within certain family income limits, through 
the cooperation of the medical profession. These pro- 
grams are the profession’s answer to the socialization 
of medical care, but we have to demonstrate to the 
general public that we can provide this protection 
with better care than can be done through govern- 
ment domination. Government domination has shown 
its inadequacies in other countries. 

Comment 

I fully realize that this is rather an unusual theme 
to present before a scientific section. My only reason 
for presenting it is a deep personal conviction that 
the greatest danger to our heritage is our own indi- 
vidual complacency. I know of no group of more in- 
dividualistic men and women than those in the field 
of medicine. Our primary and absorbing interest is to 
give the best we have for the benefit of the sick in- 
dividual. We cannot retire to the cloisters of scientific 
medicine. It behooves each one of us to give thought- 
ful consideration to the changes in our social fabric 
and to the philosophy and economics of modern liv- 
ing. We must realize that as individuals our influence 
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is limited. Today, as never before, organized efforts 
have become a necessity. No matter how limited one’s 
field in medicine may be, each one of us is a unit in 
the entire field of medicine. 

Organization in medicine crystallizes itself in the 
A. M. A. The responsibilities of the A. M. A. have 
multiplied many times; yet, it remains a democratic 
organization through its component units. I find that 
there are far too many in our own ranks who give 
little thought to and have little knowledge of the con- 
structive work that is being done. Your association is 
the only organization that can speak for all of us, not 
as a dictatorship or an oligarchy, but as a democratic 
organization. But, it is to be remembered that the 
success of any democracy depends upon the assump- 
tion of individual thoughtful consideration and _re- 
sponsibility by its members. 

We are fortunate in having men who give their 
time, often with personal sacrifice, in an endeavor to 
solve our problems relative to human welfare. De- 
structive criticism accomplishes nothing, but con- 
structive criticism should always be welcome. The 
latter often has its birth in the mind of an individual 
who after careful thought realizes that organizational 
efforts are a necessity. Any organization is only as 
strong as its component parts, and the ultimate units 
are you and me. 


215 Main St. 
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SUBCUTANEOUS UROGRAPHY IN INFANTS 
Bernard S. Epstein, M.D., New Hyde Park, N. Y. 


Radiologic examination of the urinary tract in in- 
fants is frequently a trying experience because of the 
technical aspects of venipuncture. Urography may be 
accomplished by the intramuscular injection of a 15% 
to a 35% solution of iodopyracet (Diodrast) com- 
pound,’ but in my experience this has been painful to 
the infant. The addition of hyaluronidase for the sub- 
cutaneous or the intramuscular administration of iodo- 
pyracet has been recommended by Olsson and 
Lofgren * and Astley,*® while Fainsinger * and Begley ° 
prefer the intramuscular use of the contrast medium 
after the site of injection has previously been prepared 
by the administration of hyaluronidase. 

Subcutaneous urography was used by Nesbit and 
Douglas® in 31 patients of various ages. They used 
20 cc. of a 35% solution of iodopyracet diluted to 100 
ce. with isotonic sodium chloride solution; half of the 
mixture was injected over the angle of each scapula. 
Others who recommended the subcutaneous route 
were Higgins and Shively” and Mullen.* One 2-year- 
old child, in whom a 50% solution of diatrizoate (Hy- 
paque ) sodium was administered intramuscularly, with 
satisfactory results and with no ill-effects, has been 
mentioned by Mahoney.” 





From the Department of Radiology, the Long Island Jewish 
Hospital. 





For many years I have routinely employed sub- 
cutaneous pyelography in infants, administering 15 cc. 
of iodopyracet compound diluted with an equal 
amount of sterile isotonic sodium chloride solution or 
distilled water and injecting half of the total mixture 
at a site adjacent to the angles of the scapulas or to 
the lateral aspect of each thigh. I continued to use 
this method with a 50% solution of diatrizoate, and 
the present report concerns such subcutaneous pyelog- 
raphy in 25 patients, all of whom were infants less 
than 16 months of age. Ten were less than 3 months 
old, including 4 newborn infants, three infants were 
between 3 and 6 months old, six were from 6 to 12 
months old, and four were between 12 and 16 months 
of age. Two patients had 2 examinations each, so that 
the total number of studies was 27. 

Roentgenograms were taken at intervals of from 10 
to 20 minutes for at least one hour. The concentration 
of the contrast medium in the kidney pelves and the 
bladder usually was best after about 15 to 30 minutes. 
The excretion of the subcutaneous deposits of diluted 
diatrizoate was slow, as evidenced by the amount of 
radiopaque material remaining in the subcutaneous 
tissues during the examination. The injections were ac- 
complished rapidly and were relatively painless except 
for the insertion of the needle and the discomfort of 
distending the subcutaneous tissues. The patients were 
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permitted to lie on their backs immediately after the 
injections, and absorption was almost complete in 
about two hours, 

An advantage of the subcutaneous route is the rela- 
tively slow absorption, which makes it possible to ob- 
tain roentgenograms over a relatively long time. This 
permits time to view the wet films and to repeat studies 
when necessary for technical reasons, Another ad- 
vantage over the intramuscular route, as has already 
been mentioned, is the lack of undue pain for the child. 
The ever-present possibility of formation of a hema- 
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toma upon intramuscular injection of any agent is, of 
course, not to be overlooked. It is for these reasons tha; 
I prefer the subcutaneous route of administration, 

There were two patients in the present group j 
whom there was poor visualization. One had a cop. 
genital anomaly of the kidneys with a megaureter. Thy 
second was a 15-day-old infant, in whom considerab| 
gaseous distention of the intestine obscured the kidne, 
shadows. Nevertheless, the films were sufficiently diag. 
nostic for it to be ascertained that the urinary tract 
was normal. 





A, subcutaneous pyelogram in 7-month-old infant five minutes after injection of 15 cc. of 25% diatrizoate sodium adjacent to eac! 
scapula. None of the contrast medium is seen in the urinary tract. B, same patient as in part A, 65 minutes after injection of cor 
trast medium. Kidneys and bladder are well demonstrated. Almost all contrast medium has been absorbed from intrascapular are: 
C, subcutaneous pyelogram in 6-week-old male infant, made 40 minutes after patient had ingested 25 cc. of carbonated beveragt 
Kidney pelves and calices and bladder are well opacified. D, same patient as in part C. Lateral roentgenogram after 50 minutes 
Considerable amount of contrast medium is still seen in subcutaneous tissues overlying back. Opacification of kidneys, ureters, 2m 
bladder is adequate for their demonstration in lateral view. E, voiding cystogram of 7-month-old baby with hy pospadias. Urethra } 
well outlined. Deformity of the distal urethra can be seen. F, oblique cystogram of newborn infant with myelomeningocele. Urachw 


is filled from its bladder end about midway to umbilicus. 
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Normal pyelograms were obtained in 11 patients, 
and a wide variety of pathological conditions was 
identified in the remaining patients (see figure). One 
had a hypospadias, and a voiding cystogram gave an 
excellent portrayal of the urethra (see figure, E). An- 
other child with a myelomeningocele had a urachus 
patent up to a point about 2 cm. from the umbilicus 
that could be nicely identified on lateral views (see 
figure, F). There were two patients with neuroblasto- 
mas; urethral displacement was demonstrated in one 
at the level of the lower part of the lumbar spine, and 
downward displacement of the right kidney was seen 
in the other. An ectopic kidney in another child was 
confirmed by retrograde study, while still another child 
had a double kidney and ureter. Marked hydrone- 
phrosis due to congenital ureterocele impinging on the 
visceral neck was present in one child. 


Summary 


Subcutaneous urography with a 50% solution of 
diatrizoate (Hypaque) sodium diluted to 25% is ad- 
vantageous in infants. The usual dose for children up 
to about 16 months is 15 cc. diluted to 30 cc., with 
15 ce. injected parascapularly on either side. The in- 
jections may be accomplished rapidly and with little 
discomfort to the patient. Twenty-three of 25 films ob- 
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tained were satisfactory, while the remaining 2 were 


of sufficient clarity to permit a diagnosis of a normal 
urinary tract. 
270-05 76th Ave. 


The diatrizoate sodium used in this study was supplied as 
Hypaque sodium by the Medical Research Department. of 
Winthrop Laboratories, New York. 
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ECCHYMOTIC SKIN LESIONS IN 


PATIENTS RECEIVING PREDNISONE 


Charles W. Denko, M.D. 


Leslie R. Schroeder, M.D., Chicago 


Undesirable effects of varying severity have been 
noted in patients being treated with steroids that 
produce clinical effects similar to those of cortisone. 
Few reports deal extensively with the occurrence of 
purpura, spontaneous ecchymosis, or easy bruising 
after the administration of these hormones. Such skin 
lesions were noted in 18 to 34% of patients with 
rheumatoid arthritis receiving prednisone and pred- 
nisolone.' Purpura was also reported as an untoward 
effect in arthritic patients maintained in an induced 
hyperadrenal state.” When patients received cortisone, 
hydrocortisone, or adrenocorticotropin, the incidence 
of such skin disturbances was placed at 2 to 5%.* No 
blood or coagulation studies to explain these phe- 
nomena were reported. An opportunity to study this 
disorder in some detail was presented during the 
past year, when we observed a similar incidence (20% ) 
of purpuric lesions in a group of 75 patients treated 
with prednisone for a variety of rheumatological dis- 
orders. This paper presents an investigation of the 
coagulation mechanism in evaluating this bleeding 
tendency noted in patients receiving prednisone. 





From the Department of Medicine, University of Chicago. 
Dr. Denko is now with the Rackham Arthritis Research Unit, 
University of Michigan Medical School, Ann Arbor, Mich. 





Materials and Methods 


All patients exhibiting purpuric lesions were women. 
Each may be regarded as her own control, since she 
was observed for many months prior to prednisone 
therapy during which time no abnormal bleeding oc- 
curred. Only two patients had histories of purpura: 
one (case 10) while receiving cortisone 3 years pre- 
viously, and one (case 7) while receiving an experi- 
mental drug 15 years previously. All had fair to 
excellent relief of their rheumatological distress on re- 
ceiving prednisone initially 

The physical findings in these patients before treat- 
ment were those usually observed in patients with 
various arthritides. Routine blood and_ laboratory 
studies included repeated determinations of leukocyte 
count, hemoglobin level, hematocrit, erythrocyte sed- 
imentation rate, differential count, and serum albumin, 
globulin, and C-reactive protein levels. In general, the 
patients with rheumatoid arthritis and systemic lupus 
erythematosus had laboratory findings consistent with 
those usually noted in these disorders. The changes 
in blood studies noted after treatment with prednisone 
were those usually observed after use of this drug, 
e. g., a decrease in serum C-reactive protein level. 
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Patients also demonstrated reduced inflammation in 
the involved joints, with a decrease in swelling, red- 
ness, and heat and with an increase in mobility. 
The following studies on the coagulation mechanism 
were done in nine patients: Rumpel-Leede test, platelet 
count, prothrombin time, prothrombin consumption 
time, plasma recalcification time, clot retraction, bleed- 
ing time, clotting time in glass and in siliconed glass 
tubes, and fibrinogen level. The methods used were 
as follows: Rumpel-Leede test by sphygmomano- 
meter cuff applied to arm for five minutes at a pres- 
sure between systolic and diastolic, usually 90 to 100 
mm. Hg; and determination of platelets by direct 
count *; of prothrombin time by a modification of the 
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thermore, cortisone and prednisone are widely used to 
control ecchymosis and spontaneous petechiae in 
hemorrhagic diseases. 

The skin areas involved, in the order of frequency 
of involvement, include upper and lower legs and 
arms, thorax, and breasts. Ecchymoses have been 
observed as early as 17 days after the initiation of 
prednisone therapy and as late as seven months after 
beginning treatment. This bleeding tendency has oc- 
curred in patients receiving as little as 5 mg. of pred- 
nisone per day. Prednisone alone or prednisone plus 
acetylsalicylic acid comprised the usual therapeutic 
program. Most patients had been observed previously 
for many months while receiving acetylsalicylic acid, 


Blood Studies in Patients Exhibiting Ecchymotic Skin Lesions While on Prednisone Therapy 





Blood Study Normal 1 2 3 4 5 6 
Rumpel-Leede test .... 0 + + + + + + 
Prothrombin time, 

GER, cnesdwceccevccoees 11-15 11 115 12 13.5 13 13 
Prothrombin : 7 

consumption, see... >28 21 29 35 34.5 25 37 
Recalecification 

SNE, Ge. kdvsccvceee <1 100 9 120 115 107 95 
Clot retraction, hr. ... <4 1 1.5 2 1 0.75 
Fibrinoven level 

SE TRIP T.. saccusees 300-600 = 354 303 379 302 341 202 
Platelets, thousands... 140-440 235 198 194 322 240 167 
Bleeding time, min. ... <3 1.25 sie 3 3 2 2 
Clotting time f 

a Se 10-20 10 ive 16 14 13 15 
Clotting time 

in silicone, min. ..... <W na — 40 are 33 
Daily dose of 

prednisone, mg. ..... ae 20 10 10 15 10 15 
Duration of treatment 

before purpura, days jae 39 17 30 45 210 120 
Other drugs given 

concomitantlyt ..... ASA ASA None None Digitalis, None 

insulin 

| ee ae DA RA RA RA LE LE 
Ms Garscdaioranees ri 65 wO 60 37 64 38 
Spontaneous petechize 

and ecchymosis ..... 0 + a a + - — 
Previous history of 

purpura with 

other drugs ......... oie 0 0 0 0 0 0 
Resporse to 

ascorbie acid ........ Fair Fair Fair 
Response to discontinu- 

ance of prednisone, . Good Good Good Good 





Case No. 
7 8 9 10 11 ss” ws 14* 15 
+ + ~ + + + ~ + 
14.5 13 13 
60 85 48 
120 111 170 
1 1 0.75 
369 303 218 
246 192 210 200 160 
2 1.5 1.7 
15 18.5 23 
51 45 M) 
10 10 5 10 15 10 10 15 10 
90 60 24 120 30 210 180 90 160 
ASA Iron, ASA None None None None None Thyroxin 
ASA ASA 
RA RA RA RA TA RA RA RHD SS 
nO 25 27 48 70 56 57 12 5D 
* + + + ~ + + + + 
+ 0 0 + 0 0 0 0 0 
Fair Poor Good 
Good Good 





Dr. Klara Pree, pediatries department, University of Chicago, furnished data for case 14. The test could not be done by method outlined because of 
numerous spontaneous petechiae in the patient, but findings were essentially positive. 


+ ASA = acetylsalicylic acid. 


t DA = degenerative arthritis; RA = rheumatoid arthritis; LE = systemie lupus erythematosus; TA = temporal arteritis; RHD = rheumatic heart dis- 


ease; SS = systemic sclerosis. 


one-stage Quick method using Simplastin °; of pro- 
thrombin consumption by the one-stage method °; 
of plasma recalcification time by the method of Rosen- 
thal’; of bleeding time by Duke’s method *;- and 
of fibrinogen levels by the Ratnoff technique.’ Deter- 
mination of clotting time in glass was done by the 
three-tube modification of the Lee-White method. 


Comment 


A summary of the studies on coagulation is pre- 
sented in the table. A positive Rumpel-Leede test 
occurring in all patients indicated consistently some 
disturbance of normal capillary function, a decrease 
in capillary resistance. The clinical findings of ec- 
chymotic skin lesions in patients with hypercortisonism 
probably reflect this decreased capillary resistance. 
Interestingly, capillary resistance has been reported 
to increase after administration of cortisone or corti- 
cotropin in patients with rheumatoid arthritis.*° Fur- 


during which time they had developed no ecchymotic 
lesions. In two patients (cases 4 and 9) menstrual 
flow was increased in intensity and duration. 

Ordinarily the skin lesions were irregular in size, 
one square millimeter to several square centimeters in 
area. The bluish-purple color faded gradually after a 
few weeks of reduced prednisone dosage. The Rumpel- 
Leede test remained positive for four to eight weeks 
after prednisone therapy was discontinued. In two 
patients (cases 4 and 9) focal areas of tenderness, 1 to 
2 cm. in diameter, developed with a firm nodule, 1 to 
2 mm. in diameter, centrally placed. These areas be- 
came ecchymotic one to two days after appearance. 
The widest involvement, showers of petechiae, oc- 
curred in the patient (case 14) receiving the highest 
dose of prednisone. After this patient died of rheu- 
matic heart disease, the skin lesions were examined 
microscopically, but no evidence of embolic pheno- 
mena was found. 
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Ascorbic acid, 50 mg. given twice daily, produced 
a slight improvement in the skin lesions in some pa- 
tients. Discontinuance of prednisone therapy produced 
a complete clearing of the skin in several patients. 
For clinical reasons prednisone therapy was con- 
tinued in other patients for periods ranging to nine 
months, without any significant worsening of side- 
effects. 

The alteration in platelet or capillary physiology 
produced by prednisone in these patients is difficult 
to explain. Speculation leads one to consider some 
metabolic derangement involving ascorbic acid, since 
ascorbic acid appears to decrease somewhat the inci- 
dence of spontaneous ecchymosis. Moderate declines in 
fibrinogen level in two patients (cases 6 and 9) indi- 
cate some interference in fibrinogen synthesis, an 
effect of steroids noted previously."' Perhaps some 
property of the platelets or capillaries not studied in 
these tests may be altered. Whatever the derangement 
in the capillaries or platelets induced by these steroids, 
it is apparently more characteristic of prednisone than 
of the other compounds. 


Summary 
The occurrence of purpura, ecchymotic skin lesions, 
and easy bruising was noted in 20% of a group of 75 
patients receiving prednisone for a variety of rheuma- 
tological disorders. In all of these patients a positive 
Rumpel-Leede test was found. Platelet and coagula- 
tion mechanism studies revealed the following normal 
studies: prothrombin time, prothrombin consumption, 
clot retraction, platelets, bleeding time, and clotting 
time. Moderate declines in fibrinogen levels occurred 
in two patients. Some benefit from treatment pro- 
grams was noted. 
Addendum 
Ascorbic acid, 100 mg. given twice daily, has been 
found recently to be more effective in improving skin 
lesions. 
1313 E. Ann St., Ann Arbor, Mich. (Dr. Denko). 
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Plasma Thrombo- 





Hepatolenticular Degeneration.—An increased concentration of copper in both the liver and 
brain of patients dying of Wilson’s disease (hepatolenticular degeneration, H.L.D.) was noted 
by Haurowitz, Luthy and Glazebrook. These observations, all made on single cases, were 
confirmed and extended by Cummings who reported a series of three patients who died of 
H.L.D. It is now known that, in addition to the excess copper in the tissues, there is an in- 
creased excretion of copper in the urine, a low plasma copper concentration and a very low 
level of ceruloplasmin, the copper-binding or globulin. This last is believed to be the primary 
biochemical defect in Wilson’s disease. The removal of excess copper from patients with 
H.L.D. by the parenteral use of 2, 3-dimercaptopropanol (BAL), CH.,SH,CHSH,CH.OH 
was first reported by Mandlebrote and Thompson and has been confirmed by many subse- 
quent workers. Given in repeated courses and over long periods of time BAL may lead to 
marked clinical improvement although in the more acute forms of the disease the results are 
less satisfactory. Intravenous versene and amino acids have also been shown to increase the 
copper excretion, as well as high protein diets and cortisone. Absorption of copper from the 
intestine can be reduced by the oral administration of potassium sulphide or carbo-resin. . . . : A 
new form of oral treatment with dimethyl cysteine (penicillamine) is described. Given in 
doses varying from 0.5 to 1.5 gm. daily to six patients with Wilson's disease, it provoked a 
very large increase in the urine excretion of copper; in five patients it proved more active than 
BAL in this respect.—]. M. Walshe, Penicillamine, a New Oral Therapy for Wilson’s Disease, 


The American Journal of Medicine, October, 1956. 
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MIXTURES OF ANTIBIOTICS 


Harry F. Dowling, M.D., Chicago 


The recent marketing of several novel mixtures of 
antibiotics has revived interest in the value of com- 
binations of antibiotics. Various claims have been 
made for the superiority of a mixture of two antibiot- 
ics over either of the drugs used alone. It is claimed 
that mixtures of antibiotics should be used for the 
following reasons: (1) to produce a better therapeutic 
result than can be achieved by maximal dosage of 
either antibiotic alone (synergism), (2) to achieve 
a therapeutic result with nontoxic doses of two anti- 
biotics that would require a toxic dose of either anti- 
biotic alone, (3) to prevent or delay the appearance 
of resistant strains of infecting organisms, (4) to treat 
mixed infections in which no single antibiotic is effec- 
tive against all of the organisms present, and (5) to 
treat seriously ill patients before a_ bacteriological 
diagnosis is made. These claims will be considered 
in the order in which they are listed. 


Synergism and Antagonism 


The problem of synergism was ably reviewed by 
Jawetz and Gunnison ' in a report to the Council on 
Pharmacy and Chemistry in 1952, and more extensive- 
ly elsewhere.* Other reviews of this subject were 
written by Garrod * and Dowling, Lepper, and Jack- 
son." In the present report the status of combined 
antibiotic therapy at the time the previous reports 
were written will be summarized. Recent studies will 
then be added and the total picture evaluated. 

In experiments in vitro and in animals, when the 
effect of two drugs acting simultaneously on a micro- 
bial population is compared with the effect of either 
drug alone, the result may be synergism, simple addi- 
tion, indifference (no increased or decreased action ), 
or antagonism (an effect that is less than that achieved 
with the most effective of the two drugs acting alone). 
The term synergism has been defined differently by 
different investigators. In general, it is agreed that 
synergism means that the antimicrobial effect obtained 
from the use of a combination is greater than the sum 
of the effects of each of the component agents acting 
alone. The methods used to determine synergism 
differ greatly, however. The method most commonly 
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used for determining in vitro whether a given combi- 
nation will produce synergism, antagonism, or indiffer- 
ence is the observation of the amount of each drug 
and of the drug combination necessary to suppress 
growth in the test tube or to delay growth for a fixed 
period of time. The results are expressed as a minimal 
weight of drug necessary to suppress growth or to 
delay the appearance of growth. Synergism is then 
claimed if inhibition of growth is achieved by less 
than half the minimal inhibitory concentration of one 
drug, plus half or less than half the minimal inhibitory 
concentration of the second drug. Biological experi- 
ments cannot be done accurately enough to make 
anything less than a fourfold difference significant; 
however, this method of reasoning is fallacious be- 
cause there is no evidence that half the weight pro- 
duces half the activity of the full amount of the drug. 
In fact, experimental evidence shows that the opposite 
is true, namely, that the weight and antibacterial 
activity do not have a linear relationship. 

An in vitro test giving results that most closely paral- 
lel those observed in animals and in patients is the 
subculturing of micro-organisms at intervals after ex- 
posure to the drugs and combinations tested. This test 
determines the rate and completeness of killing. The 
rapidity with which a combination of antibiotics will 
kill bacteria in the early hours of the experiment, as 
compared with the rate of killing produced by the 
individual antibiotics during the same period, is used 
as an index of synergism, indifference, or antagonism. 

Studies in animals have added another important 
dimension to the observations. As the proportions of 
the two antibiotics in a given mixture have been var- 
ied, either synergism, indifference, or antagonism has 
been demonstrated. The evidence from in vitro and 
animal experiments was summarized by Jawetz and 
Gunnison ' by listing antibiotics in two groups: group 
1( primarily bactericidal) containing penicillin, strep- 
tomycin, bacitracin, and neomycin ( Mycifradin, Myci- 
guent, Neomycin); and group 2 (primarily bacterio- 
static) containing chlortetracycline (Aureomycin), 
oxytetracycline (Terramycin), tetracycline ( Achromy- 
cin, Panmycin, Polycycline, Steclin, Tetrabon, Tetra- 
cyn), chloramphenicol (Chloromycetin ), erythromycin 
(Erythrocin, [lotycin), and carbomycin (Magnamy- 
cin ).” 
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Mixtures in vitro of members of group 1 frequently 
show synergism, sometimes indifference, never antag- 
onism. Members of group 2 are neither synergistic nor 
antagonistic to each other, but simple additive effects 
are often observed. In other words, the same effect is 
obtained by increasing the dose of a single antibiotic 
as by adding an equivalent amount of another anti- 
biotic in the group, When an antibiotic from group 1 
is used with an antibiotic from group 2, the effect may 
he synergism, indifference, or antagonism. Which of 
these will occur depends upon such complex factors 
as the relative amounts of the two antibiotics used in 
the combination and the susceptibility or resistance of 
the micro-organism to the individual antibiotic. In no 
case is it possible to predict whether synergism or 
antagonism will occur with a given drug combination. 
This can be determined only by actual experiment 
with a specific drug combination acting on a partic- 
ular strain of the organism. Even when a particular 
strain is used, the results may vary, depending upon 
the relative proportions of drugs used. 

Although there may be exceptions to these generali- 
zations, they agree remarkably well with the re- 
sults of most laboratory investigations. How well does 
clinical experience correlate with this classification 
and the experiments upon which it is based? In the 
few, well-controlled clinical studies, the results have 
been similar to those obtained in animal experiments 
and in vitro experiments in which the rate of bacterial 
killing was used as a criterion. Correlation has not 
been as good between human infections and tests that 
show inhibition of growth in tubes containing varying 
proportions of two antibiotics. Several newer tests 
have been devised to show synergism or antagonism 
in vitro, but no reports of parallel studies of human 
infection are available. Consequently, these tests can- 
not be evaluated at the present time. 

For clinical purposes, synergism means a therapeutic 
effect obtained with two or more drugs that could not 
be obtained with either drug alone in full therapeutic 
doses, or a lower case-fatality rate in a group of cases 
when two or more antibiotics are used than when ei- 
ther drug is used alone. On the basis of these criteria, 
it is now universally accepted that synergism has been 
demonstrated in enterococcic endocarditis with the use 
of a combination of penicillin and streptomycin, in 
brucellosis when streptomycin has been administered 
with one of the tetracyclines or with chloramphenicol. 
and in certain cases of micrococcic (staphylococcic ) 
endocarditis when a combination of penicillin and 
chlortetracycline, or streptomycin and oxytetracycline, 
has been used. Reports of several cases of endocardi- 
tis have been published as instances of the effective 
use of other combinations of antibiotics. These include 
administration of penicillin and chloramphenicol] in 
endocarditis caused by Streptococcus viridans °; oxy- 
tetracycline and streptomycin in endocarditis due to 
Hemophilus organisms *; erythromycin and streptomy- 
cin in endocarditis caused by Micrococcus pyogenes 
var, aureus and by streptococci *; erythromycin, chlor- 
tetracycline, and streptomycin in endocarditis pro- 
duced by enterococcus °; and penicillin and bacitracin 
in endocarditis caused by a diphtheroid.*® Although 
synergism may have existed in these cases, it was 
reasonably well proved in two cases only. One of 





COUNCIL ON DRUGS 45 


Jones and Yow’s * patients with micrococcic endocardi- 
tis was first given erythromycin alone, which was 
merely suppressive; later a combination of streptomy- 
cin and erythromycin was given, which proved cura- 
tive. Since streptomycin alone is rarely curative in 
micrococcic endocarditis, it is likely that the combina- 
tion brought about cure when neither drug alone 
would have done so. The patient with endocarditis 
caused by a diphtheroid bacillus was given penicillin, 
with resulting suppression of the infection, and recov- 
ered after receiving penicillin and bacitracin.'" Since 
the infecting organism was resistant to bacitracin in 
vitro, it is unlikely that bacitracin alone would have 
brought about recovery. 

A number of investigators have shown that, in endo- 
carditis caused by streptococci that are sensitive to 
penicillin, combined penicillin and streptomycin ther- 
apy for 10 days to 2 weeks is at least as effective as the 
more prolonged therapy with penicillin alone. Some 
evidence is even available that the case-fatality rate is 
lower and the relapses are less frequent when the 
short-term combined therapy is used. 

Reports have appeared in which claims were made 
that certain of the newer antibiotics showed syner- 
gism when combined with another antibiotic. These 
findings have been confined to in vitro and animal 
studies, and even these studies are open to different 
interpretations. English and his associates '' reported 
on the combined action of oleandomycin ( Matromy- 
cin) and tetracycline in the proportion 1:2. In vitro 
studies on the micro-organisms reported showed “en- 
hanced activity” of the combination, which varied 
from less than twice that of the sum of the activities of 
the individual antibiotics to sixfold (in one case 
twentyfold ) the activities of the individual antibiotics. 
A fourfold or greater difference was observed in only 
7 of 28 strains. No statement was made as to how many 
strains were examined that did not show such “syner- 
gism.” 

Three strains of M. pyogenes var. aureus and one 
of Streptococcus pyogenes were studied in mice. A 
statistically significant enhancement of therapeutic 
effect by the combination was observed, as compared 
with the sum of the effects of the individual drugs. 
This evidence is suggestive enough to warrant further 
investigation with a number of strains from different 
human infections and with varying dosage ranges. It 
must be emphasized, however, that synergism in 
animals, even if established unequivocally, does not 
necessarily mean that synergism will be observed in 
human infections. Furthermore, dosage proportions 
that show synergism in animals may not be the same 
as those that show synergism in human infections. In 
fact, they may show indifference or even antagonism 
when used in humans. Finally, the only valid proof 
of clinical synergism is the unequivocal demonstration 
by means of adequately controlled studies that supe- 
rior results are obtained in human infections when 
the two drugs are used together than when each drug 
is used singly. 

Another study '* reports in vitro and animal investi- 
gations on the combined action of oleandomycin and 
penicillin. Although synergistic action was observed 
with certain organisms and in certain proportions, 
antagonistic action was apparent when other propor- 
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tions were used. Again, there was no evidence that 
this combination would be superior in human infec- 
tions to either antibiotic used alone. 

Proved instances of clinical antagonism have been 
reported less frequently than proved instances of syn- 
ergism, Antagonism occurs only when certain rigid 
ratios of antibiotics are present at the site of the in- 
fection. For this reason, antagonism is not often en- 
countered clinically, since the doses of antibiotics 
usually administered to patients are much larger than 
the minimally effective doses, The best clinical ex- 
ample of antagonism is found in pneumococcic men- 
ingitis, in which penetration of the antibiotics to the 
site of infection is notoriously poor. Lepper and 
Dowling '* reported that, when penicillin and chlor- 
tetracycline were used together in pneumococcic 
meningitis, 79% of patients died, whereas only 30% 
of patients died when penicillin was used alone in the 
same doses. There is some evidence that the combina- 
tion of chlortetracycline, streptomycin, and sulfisoxa- 
zole (Gantrisin) was less effective in meningitis caused 
by Hemophilus influenzae than was chlortetracycline 
alone. 

On the other hand, Ahern and Kirby * reported 
that, when penicillin and chlortetracycline were given 
in full therapeutic doses to patients with pneumococcic 
pneumonia, the results were similar to those obtained 
in patients who received the same doses of penicillin 
alone. In view of the small doses of penicillin that will 
bring about recovery in this disease, it is obvious that 
penetration of penicillin to the site of infection is ex- 
cellent. The doses given by Ahern and Kirby, there- 
fore, were excessive. It should be noted, however, that, 
although antagonism was not observed, neither was 
there any evidence of synergism: The results were as 
good when penicillin was used alone as when chlor- 
tetracycline was added. 

A recent study by Strom '* demonstrated that antag- 
onism occurred when the concentrations of one or both 
antibiotics were at or below the minimal effective con- 
centrations. He treated three groups, each consisting 
of 105 patients who had scarlet fever, as follows: (1) 
procaine penicillin G, orally, in doses of 250,000 units 
three times a day for adults and equivalent dosage for 
children; (2) 0.5 Gm. of chlortetracycline hydrochlor- 
ide twice a day for adults and equivalent dosage for 
children; and (3) both antibiotics in the same dosages. 
No difference was observed in the clinical course, 
number of complications, or rapidity of disappearance 
of hemolytic streptococci from the pharynx, but the 
speed and magnitude of the return of streptococci 
after cessation of treatment was greatest in the chlor- 
tetracycline group, least in the penicillin group, and 
intermediate in the group of patients who received 
both drugs. He had previously shown that the return 
of streptococci after treatment was associated with 
the intensity of treatment. Accordingly, chlortetracy- 
cline apparently antagonized the bactericidal effect of 
penicillin in these patients with scarlet fever. 

Antagonism has not been reported in individual 
cases, although many patients have died of endo- 
carditis or other bacteremias despite treatment with 
large doses of two antibiotics. Some of these deaths 
could have resulted from antagonism; however, con- 
clusive proof could obviously not have been obtained, 
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since this would have required failure of the patient 
to recover after use of two antibiotics and successful 
recovery after use of one alone. Because the trend is 
always to administer one antibiotic first and two or 
more later, these criteria are never fulfilled. 

The evidence favoring the use of combinations of 
antibiotics to obtain better results than the most effec- 
tive antibiotic alone can be summarized as follows: 
Synergism occurred in the treatment of nonhemolytic 
streptococcic (including enterococcic) endocarditis 
when penicillin and streptomycin were used, in brucel- 
losis when streptomycin was used with one of the 
tetracyclines or chloramphenicol, and in occasional 
cases of severe micrococci infections when penicillin 
or streptomycin was used with one of the tetracyclines 
or chloramphenicol. Other combinations may possibly 
have been synergistic in occasional cases of endo- 
carditis caused by nonhemolytic streptococci, micro- 
cocci, or Hemophilus organisms. Antagonism has been 
demonstrated only in pneumococcic meningitis and 
scarlet fever when the dosages were such that only 
minimal concentrations of the antibiotics reached the 
site of infection. 


Reduction of Toxic Effects 


The second reason given for the use of combinations 
of antibiotics is to achieve therapeutic results with 
nontoxic doses of two antibiotics that would require 
a toxic dose of either antibiotic alone. Early reports 
on the use of a mixture of equal parts of streptomycin 
and dihydrostreptomycin sulfate appeared to show 
that the frequency of eighth-nerve damage was less 
than when either antibiotic was used alone in the same 
total dosage. Wier and his associates,’® however, in a 
recently published, careful study of 105 patients, re- 
ported that deafness was more frequent in patients 
who received the two drugs, whereas vestibular dam- 
age occurred more often in patients who were given 
comparable doses of streptomycin alone. Since deaf- 
ness is so much more serious than impairment of 
vestibular function and seems to be more commonly 
associated with dihydrostreptomycin, it would appear 
that streptomycin therapy alone should now be re- 
garded as less likely to induce auditory impairment 
than the use of the combination. 


Prevention of the Appearance of 
Resistant Micro-organisms 


The third reason for advocating combinations of 
antibiotics, to prevent the appearance of resistant 
strains of the infecting organism, has found practical 
clinical application in the treatment of tuberculosis. 
It is now proper practice to use combinations of two 
or more of the following drugs: streptomycin, iso- 
niazid, and aminosalicylic acid (para-aminosalicylic 
acid ). 

Lepper and his associates ‘’ recently reported 
that the combination of novobiocin (Albamycin, 
Cathomycin ) and spiramycin delayed for three months 
the appearance of resistant strains of micrococci in 
nasal carriers. When spiramycin was used alone, the 
difference in the time of appearance was six weeks. 
The percentage of strains resistant to spiramycin was 
eventually as great, whether one or both antibiotics 
were used. Although the field of antibiotic-resistant 
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micrococci is an important one for the use of such 
combinations and although results look promising, this 
method would seem to have limited value for two 
reasons. First, the Micrococcus must be sensitive to 
both antibiotics before treatment is started; second, in 
order to prevent the appearance of resistant strains, the 
two antibiotics should always be administered to- 
vether rather than singly in a given hospital (and 
preferably in the entire country). It does not seem 
likely that the latter objective could be achieved even 
if it were known to be worthwhile. The use of com- 
binations, therefore, to delay the appearance of re- 
sistant strains will probably be restricted to the 
treatment of tuberculosis in the foreseeable future. 


Mixed Infections 


The fourth reason given for the use of combinations 
of antibiotics is to combat the mixed flora of the 
vastrointestinal tract, the peritonitis that follows soil- 
age from the gastrointestinal tract, and mixed infec- 
tions of the lower part of the respiratory tract, the 
skin, and the urinary tract. Any of the tetracyclines 
or chloramphenicol will lower the bacterial count of 
the intestinal flora as effectively as most or all of the 
advocated combinations of antibiotics. There is good 
evidence '* that the simultaneous use of polymyxin B 
(Aerosporin, Polymyxin B) and neomycin is more 
effective than either antibiotic alone and perhaps more 
effective than the tetracyclines and chloramphenicol. 
This combination has the advantage that absorption 
from the gastrointestinal tract will not occur if proper 
doses are used, and, therefore, hypersensitivity is 
unlikely to develop. 

For the therapy of peritonitis, the tetracyclines have 
been shown experimentally to be equal and perhaps 
superior in effectiveness to a widely used mixture of 
penicillin and streptomycin. If the decision is made 
to use penicillin and streptomycin, however, it is best 
to administer them separately; this allows the clinician 
vreater flexibility of dosage and route of administra- 
tion than mixtures previously prepared and dispensed 
in ampuls. 

The number of Candida organisms in the stools 
can be reduced by the use of nystatin ( Mycostatin ) 
in conjunction with a tetracycline, as compared with 
a tetracycline alone. It is doubtful, however, whether 
the large number of candidas in the intestinal tract 
ever cause an infection. Even if they do, all of the 
inicro-organisms in the stool are never eliminated by 
any single antibiotic or combination of antibiotics. 
When Candida organisms are suppressed, some other 
organism not affected by the antibiotics used, such 
as Proteus vulgaris or resistant Micrococcus, may be- 
come the predominant micro-organism. Another argu- 
ment against the use of nystatin-tetracycline mixtures 
is that the use of nystatin extensively in a hospital will 
cause the appearance of nystatin-resistant strains of 
Candida, which are likely to become predominant in 
that hospital. Thus, nystatin will be useless when it is 
needed for therapeutic purposes. For these reasons, 
the routine use of nystatin-tetracycline combinations. is 
not considered advisable. 

For infections of the lower part of the respiratory 
tract, the best results are obtained in chronic bron- 
chitis and bronchiectasis with one of the tetracyclines 
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or chloramphenicol. No evidence is available that 
these results can be improved with combinations. The 
use of penicillin, or a tetracycline alone, appears to 
be optimal therapy for lung abscess. Accordingly, 
there is little reason for the use of combinations of 
antibiotics in mixed infections of the respiratory tract. 

During infections of the urinary tract, more than 
one organism is sometimes cultured from the urine. 
Often one organism is important in the infection; the 
other organisms that are cultured from time to time 
are occasionally associated with the primary offender 
or are contaminants obtained in collecting or culturing 
the urine. Repeated cultures and quantitative cultures 
of the urine will aid in making this differentiation. In 
those instances in which two or more pathogenic 
organisms are actually causing infection, it may be 
advisable to use two antibiotics. They should be care- 
fully selected for their effectiveness against the infect- 
ing strains on the basis of in vitro tests. 

Mixed infections of the skin present a considerable 
problem. | am unaware of any controlled studies 
showing that mixtures of antibiotics are more effective 
than single ones, or indeed more effective than meth- 
ods of therapy in use before antibiotics were available. 
Certainly it seems advisable to use measures other 
than administration of antibiotics whenever possible. 
At least antibiotics that are not used systemically 
should be employed, to prevent hypersensitivity dur- 
ing treatment for a skin infection not dangerous to 
life. An antibiotic may be urgently needed later for 
a serious systemic infection. 


Use in Unidentified Infections 


The fifth and last reason advanced for the use of 
combinations of antibiotics is to treat seriously ill 
patients before a bacteriological diagnosis is made. 
There is no objection to the use of combinations under 
certain circumstances: if such therapy is confined to 
patients who require immediate treatment and in 
whom _the clinical diagnosis of an infection is reason- 
ably certain and if the antibiotics used are selected 
to combat the organisms most likely to be causing 
the infection. It is a tragic fact, however, that many 
patients have been treated with two or more anti- 
biotics who did not need to be treated before a 
bacteriological diagnosis was available. Such a pro- 
cedure delays proper diagnosis and makes it more 
difficult. Furthermore, hypersensitivity to an antibiotic 
sometimes occurs under these circumstances. Occa- 
sionally, resistant forms of organisms appear because 
the proper combinations were not used or adequate 
doses were not given, and sometimes the patients 
are actually suffering from some other disease and 
not from an infection. If antibiotic therapy must be 
resorted to, an accurate clinical diagnosis is imperative 
in cases in which laboratory data are not available. 
The possibility of antagonism should also be kept 
in mind when an antibiotic from Jawetz and Gun- 
nison’s group | is used with an antibiotic from group 2. 
Such combinations should not be administered in 
meningitis or in other disease states in which penetra- 
tion to the site of infection is poor. Each antibiotic 
should be given in full therapeutic doses. 
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Danger of Carriers 


One other drawback to the routine use of mixtures 
of antibiotics should be mentioned. Abundant evi- 
dence has now accumulated to show that, in hospitals 
in which a number of patients are receiving an anti- 
biotic, micrococci resistant to that antibiotic accumu- 
late in the upper air passages of attendants and of 
patients who have not received the antibiotic. From 
there they may infect wounds, burns, or the respira- 
tory tracts of other patients. By this mechanism, the 
physician has lost the possibility of using that particu- 
lar antibiotic in serious micrococcic infections. 


Summary and Conclusions 


A review and evaluation on the basis of currently 
available evidence reveal the following reasons given 
for the use of mixtures of antibiotics: 

1. For obtaining a synergistic action, mixtures of 
antibiotics can be used in a few diseases in which 
their value has been clinically proved; they may 
occasionally be useful in a special case outside of 
this group, but in general these mixtures do not pro- 
duce a synergistic effect. One antibiotic in a combina- 
tion may even be antagonistic to the other under 
special circumstances. Laboratory tests of the minimal 
concentrations of antibiotics required to inhibit growth 
of the causative micro-organism are seldom helpful 
in determining whether a certain mixture of antibiotics 
will be effective clinically. In fact, they may actually 
be misleading. 

2. For minimizing toxic reactions by using half- 
doses of two related antibiotics to achieve equivalent 
therapeutic results, a mixture of equal parts of strepto- 
mycin and dihydrostreptomycin sulfates has been used. 
However, there is recent evidence to indicate that this 
combination is more likely to produce auditory im- 
pairment than do full doses of streptomycin alone. 

3. For preventing the appearance of resistant strains 
of tubercle bacilli, combinations of two or more of 
the following drugs are indicated: streptomycin, 
isoniazid, and aminosalicylic acid. Mixtures of these 
anti-infectives are not advised for the control of other 
bacteria. 

4. For the treatment of mixed infections or for the 
disinfection of the intestines prior to abdominal opera- 
tions, single antibiotics are often as satisfactory as, or 
superior to, mixtures. The intestinal flora may be 
suppressed preoperatively with mixtures of poorly 
absorbed antibiotics. Combinations of penicillin and 
streptomycin may be used in peritonitis, if desired. 
However, they are best administered separately, 
rather than from a mixture containing a fixed ratio, 
since the latter method may make it difficult to give the 
optimal dosage of each drug. Mixtures of bacitracin 
and polymyxin B may be applied locally to infections 
of the skin. 

5. For treating seriously ill patients before a bac- 
teriological diagnosis is made, proper therapy may 
occasionally require the concomitant administration of 
two antibiotics. These should be given only after a 
careful clinical diagnosis has been made and only 
in doses that would be optimal for each drug if used 
alone (never in ready-made mixtures). The agents 
used should be those most likely to be highly effective 
against the clinically diagnosed infection. 
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In conclusion, the administration of combinations 
of antibiotics is indicated only in a few highly selected 
conditions. However, they have been advocated and 
used in other conditions in which they not only do no 
good but actually may be harmful. When combined 
therapy of antibiotics is indicated, the antibiotics are 
best given separately, except in the case of mixtures 
for local application to the skin. 
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HOW AUTHENTIC IS MEDICINE ON TELEVISION? 


FIFTY MILLION WEEKLY VIEWERS ARE FINDING OUT—THEY ALSO 
SEEK ACCURACY IN MOVIE AND RADIO MEDICAL SCENES 


For many years “Lassie” has triumphed over all 
manner of emergencies on motion-picture film. But 
neither Lassie nor its owners could solve one problem 
in the dog’s frisky fictional life several weeks ago. 

A proposed television script called for Lassie’s boy 
companion to become ill of pneumonia while hiding 
in a treehouse. Would the family doctor allow him 
to keep hiding there under adult supervision? Mana- 
gers of the television show put that question to several 
physicians. Some replied, “Absolutely not.” A few said. 
“Yes.” Others said, “Maybe.” So, as Lassie’s bushy tail 
swept gentle arcs of unperturbed wagging, the pro- 
ducer rushed off a telegram to the American Medical 
\ssociation: “In our desire to portray medical pro- 
fession with honesty and sincerity we ask you to give 
us the definitive professional attitude about this hypo- 
thetical case.” 

Back came a reply in the form of two suggestions: 
either eliminate the doctor’s role, or change the se- 
quence so that a physician—called the next morning— 
would diagnose pneumonia, treat the boy, and then 
praise whatever health protection measures had been 
taken. “Great,” said the producer, relieved. “Thanks.” 
Why all this fuss about a brief scene in a half-hour 
dog story? The answers are more significant than you 
may imagine. 

For one thing, the Lassie show has 29 million view- 
ers, including perhaps a hundred thousand physicians, 
nurses, dentists, and others in the healing arts. But 
it is not merely to avoid guffaws, comments of ridicule, 
or general discredit of the program by these people 
that pains are taken to assure technical medical ac- 
curacy. Even more important is the growing public 
service attitude among producers to portray health 
situations authentically for the vast field of nonmedical 
viewers. 

We are not dealing with “small potatoes” audiences 
here. In both fiction and fact presentation, the voice 
and face of medicine today are emerging more in- 
timately before more people than at any time in the 
history of the world. Independent radio and television 
stations in every region of the country, cooperating 
with local medical societies, are finding vast and eager 
audiences for medical shows woven in such varied 
format as music, interview, drama, panel discussion, 
question and answer, demonstration, and individual 
reporting. Network-wise, there was an average of 
only two medical stories a week on television a year 
ago, playing to less than 10 million viewers. Now, 
industry sources report, there are eight or more 
medical-line television shows weekly, having a com- 
bined national audience of at least 50 million. And, 
judging by public response, the demand has not yet 
been satisfied. 





From “Hi-Fi° to Oxygen 


During one week not long ago, television listings 
included a “Medical Horizons” presentation on arthri- 
tis, “Dr. Hudson's Secret Journal” in an episode on 
appendectomy, a “Dr. Christian” script involving a 
decision on childbirth, a “hi-fi” show exploring deat 
ness, a documentary on cancer research, and_ five 
dramas in such diverse settings as hospital administra 
tion, diabetes study, pregnancy, drug experimentation 
and medical use of oxygen. Is it any wonder that 
producers want to be certain that no gesture, no part 
of dialogue, no dramatic sequence in a medical scene 
is unrealistic or unfair? 

Yet, until last year, many a network executive did 
not realize that professional assistance on a medical 
script was available. Some retained physicians as con- 
sultants for specific shows, just as movie studios have 
been doing for years. But the occasional need for add 
ed specialist consultants often worked against the 
very use of stories having certain medical aspects. 

American Medical Association headquarters in 
Chicago was one source for counsel, and the New 
York medical societies were another. Closer by for 
Hollywood was the Los Angeles County Medical 
Association, whose cooperation with producers of 
“Medic” was presenting medical science accurately 
and compellingly in story format. Because “Medic” 
was a network show, the Los Angeles doctor-con- 
sultants soon were besieged with television, movie, 
and radio scripts from Hollywood, New York, Chicago, 
and other parts of the nation. The county society finally 
came to the A. M. A. for advice. On Feb. 13, 1956, a 
12-man Physicians Advisory Committee on Television, 
Radio and Motion Pictures met for the first time under 
auspices of the A. M. A. Board of Trustees and Public 
Relations Department. 

Physicians volunteer their services through two 
groups, one headed by Dr. Robert W. Gentry in Los 
Angeles and the other by Co-chairman Gerald D. Dor- 
man in New York (95% of all television, radio, and 
movie productions originate in these two cities). At 
first, a few producers looked askance at the Commit- 
tee, speculating that the A. M. A. Might be trying to 
dictate some scripts and gag others. One executive for 
the “Dr. Hudson” television series listened coldly to the 
Committee's ofter to help bring greater authenticity to 
his programs. Weeks later, testing, he asked a routine 
medical question. The Committee gave a prompt 
reply. Today, that weekly drama, climbing to greater 
heights of viewership, is a gem polished regularly with 
the help of A. M. A. Committee members. The pro- 
ducer is lavish in his praise of the doctors. 
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There seem to be limitless varieties of medical story 
lines, and for that reason many branches of the pro- 
fession are represented in the group. In New York, 
Dr. Dorman has an industrial health practice; his 
Committee colleagues are Hospital Administrator 
Henry Fineberg and Surgery Professor Renato Azzari. 
Co-chairman Gentry in Los Angeles is a chest surgeon. 
Committee members there are Drs. Vincent Askey 
(surgeon, Speaker of the A. M. A. House of Dele- 
gates), Dudley Manchester Cobb Jr. (general prac- 
titioner ), Eugene F. Hoffman (urologist ), Richard O. 
Myers (pathologist), Marcus H. Rabwin (surgeon), 
Charles C. Stehley (internist), James F. Regan (sur- 
geon), and Edward T. Tyler (infertility specialist ). 
For 10 years, in what he calls “a hobby,” Dr. Tyler 
has written top-flight material for radio and television 
shows, including “Medic,” NBC spectaculars, and the 
Groucho Marx show. 


Advisors, Not Censors 


“The primary purpose of this committee is assist- 
ance,” says Dr. Gentry. “We are making ourselves 
available as advisors, not imposing ourselves as cen- 
sors.” This A. M. A. concept of “help not yelp” is 
welcomed warmly by producers and network execu- 
tives. Now they, not alone the doctors, are recognizing 
the hazard of overdramatization in medical-line 
scripts. They, not alone doctors, are spying the pitfalls 
in such phrases as “miracle pill” and “wonder drug.” 
They, not alone doctors, are becoming leery of some 
sponsors wild claims for sedatives and reducing pills. 

Other lay groups also are hitting the misleading 
medical commercials. Last month the Federal Trade 
Commission's new radio-television unit filed com- 
plaints of false advertising against three national dis- 
tributors of arthritis and rheumatism medicines. At 
about the same time, the industry's Television Code 
Review Board decided that the words, “a dramatiza- 
tion,’ should be sustained (rather than just flashed) 
on television screens during commercials which carry 
statements by actors portrayed as physicians, dentists, 
or nurses. 

“Whenever the opportunity arises we try to advise 
portrayal of realistic medical situations,” says Dr. 
Gentry. “One writer not long ago worked his story 
around a series of dramatic but truly weird medical 
symptoms. He offered his script and asked us to come 
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up with a disease to fit the symptoms. There was 
none.” Among suggestions to television producers 
who have requested script review are these: 

—“Doctor should also check shock, pulse, blood 
pressure, and feel abdomen and reflexes. The patient 
should be complaining of pain in abdomen.” 

—“A doctor should not be calmed down by a police- 
man.” 

—“A sedative is usually not administered by hypo. 
It would be better to give a capsule with a glass of! 
water.” 

—“A patient hanging between life and death would 
not be left unattended.” 

At the same time, Committee members realize that 
medical fiction need not always conform to the usual 
practice of medicine—at the expense of certain ele- 
ments of drama. For example, after reviewing on: 
script, they noted: “Although the committee was of th« 
opinion that 1) it is unlikely that a doctor would 
operate on a member of his own family, and 2) the 
training period necessary for the performance of such 
surgery would be greater than shown, it was agreed 
that a certain degree of dramatic license must be per- 
mitted in a program of this nature. We are sending 
a letter to the producers commending them on an ex- 
cellent job.” 


Help, Not Hinder 


This sort of constructive viewpoint goes a long way 
toward removing any “stodgy” label. One producer 
had to be assured that the word “urine” in a script was 
perfectly acceptable for public understanding, par- 
ticularly in reference to diabetes. Another, seeking to 
best portray the use of animals in medical research, 
bubbled with enthusiasm when the Committee sug- 
gested he refer to the true story of how silver nitrate 
drops in the eyes of kittens helped prove that thou- 
sands of newborn babies need not lose their sight. 

As producers in the audiovisual arts chart the pub- 
lic’s growing demand for medical-line presentations, 
demands on the A. M. A. Committee become greater. 
In recent weeks there have been conferences on gen- 
eral liaison at the request of movie studio officials, of 
the Alliance of TV Producers, and of the Screen 
Writers Guild. Meanwhile, expert medical counsel is 
being sought freely and given freely for a whole new 
group of motion picture and television shows now in 
various stages of production. These include: 





Left, a hospital scene from the A. M. A.-produced television film, “Even for One.” Right, Los Angeles Contingent of th« 
A. M. A.’s Advisory Committee listens to medical script problem of commercial television Film Producer Leal Grunke (standing ) 
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—“Dr. Mike,” a dramatic television series being pre- 
pared for fall debut. 

—“Medical Reporter,” a San Francisco radio serial. 

—A series of filmed television shows on psychiatry, 
written by prize-winning author Paddy Chayevsky. 

—At least a half-dozen feature-length movies, such 
as “Hatful of Rain,” “Three Faces of Eve,” “The Storv 
of Mankind,” “Prisoner in Paradise,” and “Bellevue 
is My Home.” 

There is no A. M. A. sponsorship in any of these 
presentations, but the A. M. A. does produce a number 
of films and sound recordings for broadcast on “public 
service time.” Its latest film, “Even for One” (showing 
the “human” side of a doctor's practice), has been 
televised in 125 cities in three months’ time, attracting 
one million viewers. 

In addition, hundreds of radio stations across the 
land use some of their unsponsored time to play 
authoritative A. M. A. transcriptions on a wide field of 
health topics. These range from diet to heart disease, 
from antibiotic drugs to accidental poisoning, from 
sketches of famous physicians to child care and aging. 

All these radio offerings by the A. M. A.’s Bureau of 
‘Tealth Education are being supplemented by a dra- 
matic new transcription series coming out this month, 
in which eminent surgeons in 13 different regions of 
the U. S. describe procedures on-the-spot as they work 
in operating rooms. 

Radio is an equally potent force for medicine out- 
side the U. S. This is shown by the surprisingly large 
amount of mail which somehow reaches through the 
Iron Curtain to Radio Free Europe's “Radio Doctor,” 
the most widely listened to of all programs broadcast 
from the free world. Most of the letter-writers plead 
for drugs for arthritis, multiple sclerosis, tuberculosis, 
and urologic diseases. 


A. M. A. as Pioneer 


While the Committee in Los Angeles and New York 
represents a new approach to greater authenticity, the 
\. M. A. (sometimes in cooperation with pharmaceuti- 
cal firms ) long has helped tell medicine’s story in mass 
audiovisual communications. It has used radio for 
public information for over a quarter of a century. It 
helped pioneer medical presentation on television 
more than a decade ago, and on closed-circuit color 
television in 1949. The A. M. A.’s office of motion pic- 
tures and medical television often has been consulted 
on technical phases of production, both for public 
view and for showings limited to medical groups. 

But it is at the local medical society level that 
authenticity in television achieves its warmest “per- 
sonal” touch. You feel it as members of the Medical 
Society of the County of New York feature real diag- 
noses and real treatment for a group of real patients 
before live television cameras (this also has been done 
in Seattle and other cities). You sense it as the 
Winnebago County Medical Society in Rockford, IIl., 
televises mass visual eye tests for school-age children. 
Doctors of the Medical Society of Milwaukee County 
let their WTMJ-TV viewers peer through a micro- 
scope, watch electrocardiographs in operation, and 
examine detailed sections of the body through the 
obliging cooperation of an anatomic mannikin from 
the Marquette medical school. 
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Audience response to some local medical shows 
seems boundless, much to the pleasant surprise of phy- 
sicians and studio officials. A few weeks ago in Buffalo, 
five doctors offered to answer questions from a televi 
sion audience on dangers of obesitv. Nearly 18,000 calls 
flooded the broadcasting station switchboard. A simi 
lar reaction developed in Seattle earlier this vear when 
a program, “Call the Doctor,” drew hundreds of 
questions on the same topic 

Four years ago, when WHAS-TV in Louisville, Kv., 
made the first American telecast of lung cancer sur- 
gery, thousands of viewers suddenly became health 
conscious. Within a few weeks there developed an 
unprecedented voluntary demand for chest x-rays 
Blood donations increased. People who had been 
hesitant about reporting for routine physical exam 
inations went to their doctors. A recent A. M. A 
survey showed that, among 93 county and 17 state 
medical associations working with local television 
stations, the most popular tvpe of program format was 
a panel of physicians with a lay moderator 





inn 


Camera and mike move in for a close-up of local demonstra 
tion program televised by WTMJ-TV_ in cooperation with 
Medical Society of Milwaukee County 


At the same time there is evidence of more imagina- 
tive approaches to television audiences. Several socie- 
ties are laying plans to dramatize medical topics in 
cooperation with local “little theater” groups. Dr 
James Rogers Fox of the Minnesota State Medical 
Association hopes to promote an “Association of Medi- 
cal Radio-Television” as a vehicle for exchanging data 
on future programs, problems, and ideas for local 
medical societies. 

Grass-roots interest in television as a growing 
medium for relaying medical authenticity has reached 
such proportions that the A. M. A. and the National 
Association of Radio and Television Broadcasters plan 
to co-sponsor a workshop this fall for representatives 
of medical societies and allied health groups. A com- 
mittee of broadcasters is being set up to help outline 
the best use of health shows on unsponsored time. 

This spirit of cooperation between the medical pro- 
fession and the television industry—whether it be in 
Los Angeles or in Onondaga County, New York— 
is helping arouse today’s mammoth public appetite for 
television shows with a medical flavor. Just so long as 
the menu includes authenticity with the basic story 
ingredients of action and suspense, the diet will be 
balanced for good health. 
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THE “SUMMER ROUND-UP” GROWS UP 
GUEST EDITORIAL 
Henry F. Helmholz, M.D. 


Since the “Summer Round-up” of children started in 
1925, the National Congress of Parents and Teachers 
(P. T. A.) has continually expanded its health interests. 
When, recently, further expansion was indicated, the 
National Congress turned again to the medical and 
allied professions for advice, as it had done in working 
out plans for the Summer Round-up. On January 21, 
1956, 20 organizations and government agencies con- 
cerned with child health sent representatives to a 
conference in Chicago, for discussion of “The Periodic 
Health Appraisal for Children from Birth Through 
High School.” Special emphasis was placed on ways in 
which the national P. T. A. and state congresses of 
parents and teachers might most effectively cooperate 
in a program of the kind proposed. 

Out of this meeting came the following recommen- 
dations: 

I. That the National Congress of Parents and Teachers adopt 
a policy supporting and encouraging a program of continuous 
health supervision of children from birth through their school 
experience, rather than only a program of single appraisal on 
school entrance [Summer Round-up]. 

Il. That the National Congress of Parents and Teachers 
recommend to its local units a promotional and educational pro- 
gram that will tend to bring children and their parents into 
effective contact with the health resources of the community. 

Wherever possible, these should be the physician and dentist 
who normally serve that child or family, whether they be work- 
ing in private practice or in a community health service. 

In such a program “the role of the parent-teacher 
association will be to acquaint parents with the means 
of effectively utilizing the resources available to meet 
the health needs of children, beginning at birth and 
continuing through the school years. The parent- 
teacher association also should work with the pro- 
fessions and agencies of the community in planning 
and carrying out such a program.” 

This program was adopted by the National Con- 
gress of Parents and Teachers at its annual meeting in 
May, 1956. Once more the National Congress, which 





Health Chairman, National Congress of Parents and Teachers. 
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works for the best interests of children attending pub- 
lic schools, has reached a milestone in its long history 
of cooperation with the health service professions. 
Again it has increased the opportunity for physicians 
to work closely with children and their parents, as 
these parents become better informed about the values 
derived from child health supervision on a continuing 
basis at the hands of the family medical advisor. 

The American Medical Association and the Na- 
tional Congress of Parents and Teachers have enjoyed 
a third of a century of cooperation in protection of 
child health through the Summer Round-up of chil- 
dren. This program, as conceived in 1925, was a means 
of assuring the health of children who were entering 
school for the first time. Thus, they might be enabled 
to benefit to the maximum from their education. In- 
troduction of the round-up, coming when there was 
renewed interest in child health after World War I, 
did a great deal to bring apparently well children 
under the scrutiny of physicians, many of whom were 
just beginning fully to appreciate that vaccination 
against smallpox was not the only preventive measure 
that could be applied in medical practice. At this time 
the National Congress and the American Medical 
Association were mutually helpful. Throughout its 
many thousands of local units, the National Congress 
promoted the desirability of preventive medical care 
and examinations by physicians. The American Medi- 
cal Association, on its part, encouraged physicians to 
join in the program and provided the National Con- 
gress with several-hundred-thousand examination 
forms for physicians to use. The program became so 
popular that most schools still require physical exami- 
nations of all entering pupils, and the resulting interest 
in child health has strengthened the entire school 
health program. 

For nearly half a century, moreover, the American 
Medical Association has promoted sound school health 
programs through the joint committee that it formed 
with the National Education Association on health 
problems in education. For the past decade the Bu- 
reau of Health Education of the American Medical 
Association has had on its staff physicians and edu- 
cators promoting interprofessional cooperation in solv- 
ing health problems of school-age children. And now 
comes another opportunity to strengthen the total 
child health program by having the millions of mem- 
bers of the local P. T. A. supporting the concept of 
continuous health supervision of children throughout 
their entire developmental period. This unusual op- 
portunity to counsel with children and their parents 
will be welcomed by physicians everywhere. 


LAOS MEDICAL MISSION 


About eight months ago, young Dr. Thomas A. 
Dooley returned to Laos in the Far East, to continue 
the great work he had undertaken while a Navy medi- 
cal officer caring for and helping refugees who were 
trying “to escape, to crack through this [iron and 
bamboo] curtain and achieve or regain their liberty.” 

While a Navy officer, he had improvised a med- 
ical camp at Haiphong in North Viet-Nam during 
this flight for freedom in that region. In an editorial! 
in THE JouRNAL, September 1, 1956, he said, “I saw 
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600,000 who fled. The memory returns like a searing 
ame. Their anguish. Their panic. Their tears. Their 
haggard women. . . . The death. No one who has ever 
witnessed such a heartbreaking exodus will forget it 
tor the rest of his life.” 

Dr. Dooley wrote also a widely read book, “Deliver 
Us from Evil,” in which this experience was de- 
scribed, and the royalties from this book are being 
used to help finance his current work in Laos, a mis- 
sion that has the approval of the State Department, 
the International Cooperation Administration, and the 
Laotian government. Elsewhere in this issue of THE 
JouRNAL (page 90) is a letter from Dr. Dooley, 
describing what he and his three American assistants 
have been accomplishing since his return to the Far 
East, in a region which can be reached by taking a 
“PAA plane, then fly 10,000 miles to Bangkok, Thai- 
land, transfer and fly 400 miles north to Vientiane, 
and then drive eight hours through the jungle to us.” 
Dr. Dooley has spent nearly three years in Asia (with 
a five-month break). He expects, when he has done 
his part in this great mission, to come home and 
go into private practice. He feels that physicians have 
a special calling to help underdeveloped communities 
of the world which are threatened by communism. 
Physicians also are in a position to implement our for- 
eign policy of aid to the multitudes of mankind behind 
the iron curtain to whom liberty and freedom “are a 
pounding, ever-present dream.” Dr. Dooley’s experi- 
ence and high purpose may inspire other young men 
to go to parts of threatened Asia to take part in this 
great medical mission and to be salesmen for democ- 
racy. 


MEDICINE’S FIFTY MILLION “FANS” 


Any good script writer can create a yarn with sus- 
pense and action. But in a medical story—be it drama 
or documentary—authenticity must be searched out. 
Another Medicine at Work article (this issue, page 
49) tells how the critical tastes of 50 million weekly 
viewers of televised medical scenes are reflected in 
producers who demand utmost medical accuracy. 
Similar high standards of genuineness are being set 
for movie and radio presentations. 

A new committee of the American Medical Asso- 
ciation is providing authoritative answers sought by 
these producers for their scripts. One result of this 
voluntary liaison between the medical profession and 
the entertainment industry is a sharpened awareness 
of health among television, movie, and radio audi- 
ences—and a clearer public understanding of medi- 
cine’s public service role. This, in turn, is whetting 
the public appetite for more programs about doctors 
and their work. 

Herein lies both a phenomenon and a challenge: 
Facing the collective television screen is an unprece- 
dented picture of millions of Americans gazing upon 
medicine almost daily in a face-to-face, informal, and 
understandable presentation; on screen are the words 
and actions which might either highlight or dim the 
true portrayal of physicians as neighbors, scientists, 
and benefactors. It is to the great credit of producers 
and studio executives that the profession is seen fully 
and faithfully in its natural and human light—neither 
glorified nor degraded. 


EDITORIALS AND COMMENTS 


THE UNPALATABILITY 
OF THERAPEUTIC DIETS 


A major problem of diet therapy is unpalatability of 
the diet, with consequent lack of patient cooperation 
Diets can be made more palatable by providing for 
the use of a wide variety of acceptable seasonings 
The report of Elvehjem and Burns ' to the Council on 
Foods and Nutrition of the American Medical Associa 
tion drew attention to the role spices could play in this 
regard. The report consisted of a study of the sodium 
content of commercial spices and suggested their use 
in the preparation of sodium-restricted diets. Prior to 
Elvehjem and Burns’ report the sodium content of the 
common spices was unknown; hence they could not 
be used with assurance that they made no significant 
addition to the sodium content of the foods they sea- 
soned. Following closely on this report came the rec- 
ommendation of a committee of the American Heart 
Association * of a long list of acceptable seasonings for 
use in both sodium-restricted and calorie-restricted 
diets for cardiac patients. The list included, in addi- 
tion to spices and herbs, such other flavorings as lemon 
juice, vinegar, vanilla, saccharin, cyclamate (Sucary]), 
onion, and garlic. A longer list is recorded in a report 
of a committee of the Food and Nutrition Board, Na- 
tional Research Council.” 

More recently, Gray and co-workers * reported a 
study on the effect of spice ingestion on the healing 
time of peptic ulcer. Fifty patients with active peptic 
ulcer, with craters demonstrable by x-ray, were main- 
tained on a routine ulcer regimen, including a pro- 
gressive ulcer diet, interval feedings, antispasmodics, 
and antacids. They were given, in addition, a capsule 
containing a spice, the nature of which was unknown 
to the patient, three times daily, with meals. The dose 
of spice was determined by its usage in highly spiced 
recipes. Four slices of cinnamon toast, for example, 
requires about 0.9 Gm. of cinnamon. The patients were 
thus given 0.9 Gm. of this spice three times daily. This 
test was reasonably severe, because the amount of spice 
used was the amount recommended in rather highly 
spiced recipes and it was given in capsules that dis- 
solved in the stomach, releasing the dry spice directly. 

The spices tested included cinnamon, nutmeg, all- 
spice, thyme, sage, paprika, caraway seed, chili pepper, 
cloves, black pepper, and mustard seed. Symptoms 
developed in only five patients in this group during 
the administration of spices: two with administration 
of black pepper, one with chili pepper, one with nut- 
meg, and one with ground mustard seed. 

These studies suggest that some of the milder spices 
may be used in moderation to improve the flavor and 
acceptability of therapeutic diets, even in patients 
with peptic ulcer. 

1. Elvehjem, C. A., and Burns, C. H.: Sodium Content of 
Commercial Spices, J. A. M. A. 14831033 (March 22) 1952 

2. Harvard School of Public Health, Department of Nutri- 
tion: Food for Your Heart: A Manual for Patient and Physician, 
New York, American Heart Association, 1952 

3. Sodium-Restricted Diets: Rationale, Complications, and 
Practical Aspects of their Use, a report of the Food and Nutri- 
tion Board, Publication 325, National Academy of Science- 
National Research Council, July, 1954. 

4. Schneider, M. A.; DeLuca, V.; and Gray, S. J.: Effect 
of Spice Ingestion upon Stomach, Am. J. Gastroenterology 
26:722-732 (Dec.) 1956. 
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ORGANIZATION SECTION 


REPORTS OF OFFICERS 


The following reports will be presented to the House of 
Delegates of the American Medical Association at its session to 
be held in New York in June. 


REPORT OF THE BOARD OF TRUSTEES 


To the Members of the House of Delegates of the American 
Medical Association: 


The following report of the Board of Trustees is respectfully 


submitted: 
Financial Statement 


The official 1956 reports of the Treasurer and of the Asso- 
ciation’s auditors appear as a part of this report of the Board 
of Trustees. 

American Medical Association dues payments from approxi- 
mately 136,000 members, together with subscription receipts 
from THE JOURNAL, specialty journals, and Today’s Health 
amounted to $5,192,650. This figure exceeded 1955 receipts 
from the same sources by $268,344. 

Advertising revenue from all publications amounted to 
$4,943,003 compared with $4,184,277 received in 1955, or a 
gain of $758,726. THe JouRNAL and specialty journals accounted 
for $756,712. 

Investments of the Association earned $293,112 in 1956 
compared with $239,298 in 1955. The approximate over-all 
annual yield was 2.96%. Other income amounted to $174,070. 

Printing and publishing costs of Association periodicals, books, 
and pamphlets amounted to $5,222,444, an increase over 1955 
of $262,784, due principally to an increase in production of all 
periodicals. 

The expenditures of the Councils, Bureaus, and related activi- 
ties listed in schedule 1 of the Auditor's Report amounted to 
$3,727,966, an increase of $85,846 over 1955. 

Other expenses, amounting to $355,972, include cash dis- 
counts net, maintenance of idle plant, unallocated expenses, 
legal expense, and net cost of conducting the Chicago and 
Seattle meetings. 

Net income from the 19th Edition American Medical Direc- 
tory sales and the Directory Report Service amounted to 
$425,683. Other nonrecurring income amounted to $84,811. 

The Association’s contribution for 1956 to the American Medi- 
cal Education Foundation was $125,000, Total Association 
contributions to the Foundation amount to $2,325,000. 

The net amount transferred to Capital for 1956 was $71,947 
after providing for additional reserves of $1,610,000. 

Marketable securities carried at cost are valued at $8,459,351 
exclusive of securities held in the American Medical Association 
Research Fund of $1,491,060. The total, amounting to $9,950,- 
411 at Dec. 31, 1956, compares with $8,010,371 at Dec. 31, 
1955. 

A general classification of securities will be found in the 
balance sheet contained in the Auditor’s Report. 


Report on Matters Referred by House of Delegates 


Narcotic Addiction.—In June, 1954, Dr. Andrew A. Eggston, 
New York, submitted a resolution which proposed that the 
American Medical Association favor the legalization of distribu- 
tion of narcotics to addicts under the following safeguards: 
(1) establishment of narcotic clinics in cities where needed, 
under the aegis of the Federal Bureau of Narcotics; (2) regis- 
tration and fingerprinting of narcotic addicts; (3) keeping of 
accurate records; (4) administering optimal doses at regular 
intervals to addicts at cost, or free; (5) prevention of self- 
administration; (6) attempt cures through voluntary hospitali- 
zation, if possible; and (7) avoidance of forceful confinement. 

This resolution was referred to the Reference Committee on 
Hygiene, Public Health and Industrial Health. The Reference 
Committee, because of the complexity of the problems involved, 





thought the matter should be referred to the Board of Trustees 
for further reference to an appropriate group of experts for 
detailed consideration, the results of such studies to be reported 
at a subsequent meeting of the House of Delegates. 

The Board of Trustees referred the resolution to the Council 
on Pharmacy and Chemistry for detailed consideration. 

The Board agreed with the report of the Council that the 
problem was being handled too exclusively as a police problem 
without sufficient emphasis on its most important medical 
aspects and referred the problem to the Council on Mental 
Health for thorough exploration. 

In April, 1955, the Council established a Committee on 
Narcotic Addiction. This committee has made a thorough review 
of all material available concerning the operation of clinics 
which dispensed narcotics during the period 1919-1923, has 
studied proposals for legal dispensing of narcotics to addicts, has 
conferred with persons with expert knowledge of the medical, 
social and legal aspects of addiction, and has studied testimony 
and statements of persons holding various views on the question. 
It has also reviewed the voluminous material contained in the 
reports of the Subcommittee on the Improvement of the Federal 
Criminal Code, U. S. Senate, and reports of the Subcommittee 
on Narcotics of the House of Representatives. 

The following recommendations of the Council on Mental 
Health were submitted to the Board of Trustees and are quoted 
below for action by the House of Delegates: 

(1) Improvement of the care of addicts.—It is recommended 
that the American Medical Association continue to study and 
to support reasonable proposals designed to improve the treat- 
ment and prevention of drug addiction. Such measures might 
include: (a) Development of institutional care programs in 
cities and states with significant problems. (b) Study of various 
means to obtain institutional care in states with small addiction 
loads. One such proposal is for several states to set up an in- 
stitution which would be operated jointly. (c) Development of 
programs for intensive postinstitutional treatment of addicts. 
Such measures would include supplying of various social serv- 
ices, vocational rehabilitation, and, where possible, psycho- 
therapy to addicts for adequate periods following discharge 
from institutions. In many instances, available facilities in other 
programs might be utilized. States with serious problems should 
develop special programs for addiction. (d) Development of 
methods for commitment of addicts to institutions by civi 
action rather than through actions in the criminal courts. In 
this connection the Council further recommends that, where 
civil commitment procedures can be used, criminal sentences 
for addicts who are guilty only of illegally possessing and ob- 
taining opiates, marihuana, and cocaine should be abolished. 
Criminal sentences for illegal sale of narcotics should be re- 
tained but persons who are addicts and who are sentenced for 
such offenses should have the same opportunity for prob ition 
and parole as is afforded offenders against other laws. Manda- 
tory minimum sentences for addict violators would interfer 
with the possible treatment and rehabilitation of addicts and 
therefore should be abolished. (e) The Council strongly recom- 
mends that the policy of voluntary admissions for the treatment 
of addiction should be continued, extended and encourage. 
(f) Continued support and expansion of mental health pro- 
grams. Because of the importance of psychiatric factors i 
addiction such programs should eventually have an effect in 
reducing addiction even though not specifically aimed at that 
problem. 

(2) It is recommended that the American Medical Associa- 
tion support proposals for increased research on the problems 
of addiction. One of the current difficulties in formulating ade- 
quate programs is lack of knowledge which can be gained onl) 
through research. Support should be given not only to “basic” 
laboratory investigations but also to continuation of sociological! 
studies, and to an intensive program of clinical research based 
on adequate facilities for following addicts after institutional! 
discharge. Such research might yield results that would be val- 
uable in areas other than addiction. 
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3) Clinic plans.—In view of all of the available evidence at 
the present time it does not seem feasible to recommend the 
establishment of clinics for the supply of drugs to addicts. This 
is true for the Eggston resolution and the plan of the New York 
Academy of Medicine even though there are many aspects of 
these plans that could be looked upon with favor. This opinion 
should be subject to frequent review in accordance with new 
scientific knowledge that may become available. 

(4) It is recommended that the American Medical Associa- 
tion continue to study the narcotic laws with the view of 
further clarification of the rights and duties of physicians and 
allied professional persons in the handling of addicts. The 
phrases in the current law “. . . in the course of professional 
practice only” and “prescription,” remain vague and confusing, 
despite Supreme Court decisions. Regulations on dispensing 
drugs to addicts should be eased so that the patients can have 
a reasonable time to arrange their affairs prior to entering a 
hospital for treatment. The 1924 resolution of the House of 
Delegates should be revised. Consideration should be given to 
broadening the resolution to include a plan endorsing regula- 
tions somewhat similar to those currently in force in England. 

Statement of A. M. A. Policies.—In November, 1956, a reso- 
lution on annotation of American Mediéal Association policies 
was introduced into the House of Delegates by Dr. Robert N. 
Larimer on behalf of the Iowa State Medical Society and re- 
ferred to the Reference Committee on Miscellaneous Business. 

The House of Delegates adopted a revised resolution to the 
effect that the Board of Trustees continue to investigate the 
practicability of developing a statement of policies of the 
A. M. A. and to arrange for the periodic publication of revised 
versions of that statement, the frequency of revisions to be 
determined by the Board. 

The Board of Trustees would call attention to the fact that 
the words “current policies” mean policies which date back to 
1847, since the House of Delegates has never adopted a policy 
of automatically rescinding all actions prior to an arbitrary date. 

An abstract of all policies of the House of Delegates is cur- 
rently being prepared by a professionally trained librarian in 
the medical sciences. This volume, which should be ready for 
distribution at the end of the current year, will cover all House 
actions from 1847 to the present time. It will be an encyclopedia 
with abstracts alphabetically arranged and supplemented by a 
detailed index, and, to assure continuity, supplements will be 
published at five-year intervals with a cumulative index. 

The Board of Trustees feels that annual revision of such a 
volume is not feasible unless the House adopts a policy of 
periodically rescinding all of its previous actions. 

Veterans Affairs.—The Board of Trustees considered resolu- 
tion 12 on veterans affairs and 23 on Veterans Administration 
hospitals adopted by the House of Delegates at the Seattle 
meeting, requesting the Secretary of the Association to obtain 
from each state testimony or record of each known case that 
violates VA Regulation 6047-D 1. 

These resolutions were transmitted to the constituent medical 
associations through the medium of the Secretary’s Letter 
(Jan. 11, 1957). The Council on Medical Service has been 
given the responsibility of following through on the replies 
received from the states or others who know of violations of 
this regulation. 

Liaison Between Organized Medicine and Professional and 
Lay Groups.—Resolution 20, which was introduced by the 
Michigan delegation into the House of Delegates at the Seattle 
meeting, recommended the establishment of an A. M. A. Office 
of Liaison, reporting directly to the Secretary and General 
Manager, whose duty it would be (1) to seek out all possible 
avenues of communication and coordination of effort with other 
recognized groups, professional and lay, which have interests in 
common with the medical profession; (2) to determine those 
methods whereby, through administrative contact, common pro- 
fessional aims and purposes can be advanced to mutual ad- 
vantage; and (3) to aid the development of such liaison on a 
continuing basis subject to the approval of the Board. 

The Board of Trustees calls to the attention of the House of 
Delegates the fact that the Committee on Relationships Between 
Medicine and Allied Health Agencies was established some 
time ago and is active in this area. In addition, the officers, 
councils, committees, and departments within the American 
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Medical Association are constantly developing channels of 
communication and promoting coordinated effort in carrying 
out the policies of the Association. The Board feels that a 
specific liaison office to supplement these many liaison activi 
ties is not necessary. 

Hospital Design and Construction.—In accordance with the 
action taken by the House of Delegates in Seattle to the effect 
that the A. M. A. join with the American Hospital Association 
and the American Institute of Architects in their proposed 
study of hospital design and construction, the Board of Trustees 
appointed Dr. William A. Hyland of Michigan as the Associa 
tion’s representative in any discussions which may take place 
relative to this subject. 

Public Law 880.—Resolution 25 on the administration of 
Public Law 880, authorizing the provision of cash benefits for 
disabled persons, was considered by the Board of Trustees 

About six months ago a Committee on Medical Rating of 
Physical Impairment was established by the Board of Trustees 
Believing that this resolution fails within its purview, the Board 
referred resolution 25 to that committee for study and recom 
mendations. As soon as a report is received it will be trans 
mitted to the House of Delegates. 

Rehabilitation Consultation Service.—In December, 1955, a 
resolution, approved in principle by the House of Delegates, 
recommended that an integrated consultation service to state 
societies be established which would outline a policy of pro- 
cedure for the guidance of local professional groups in dealing 
with the total program of rehabilitation. 

The Board of Trustees referred the resolution to its Com 
mittee on Rehabilitation, established in 1956, That committee, 
at its meeting on Dec. 14, 1956, reported to the Board that it 
has taken cognizance of the resolution and will implement it 
insofar as it is practicable and possible. 

Referral of Resolutions.—In accordance with action taken by 
the House of Delegates in Seattle, the Board referred the fol 
lowing resolutions to the council as indicated: 

Resolution 8—Preretirement financing of health insurance for 
retired persons—Council on Medical Service. 

Resolution 22—Fluoridation of public water supplies—Council 
on Drugs and Council on Foods and Nutrition. 

Resolution 26—Medical care plans—Council on Medical 
Service. 

Supplementary Report D on radioactive isotopes—Council on 
Medical Physics. 


Annual and Clinical Meetings 


The following places and dates have been approved by the 
House of Delegates and the Board of Trustees for the Annual 
and Clinical Meetings of the Association: 

Annual Meetings: 1958—San Francisco, June 23-27; 1959 
Atlantic City, June 8-12; 1960—Chicago, June 6-10, 

Clinical Meetings: 1957—Philadelphia, Dec. 3-6; 1958—Min- 
neapolis, Dec. 2-5; 1959—Dallas. 


Supplementary Reports 


Supplementary reports on certain subjects that have been 
referred to the Board of Trustees by the House of Delegates 
and on other matters of interest to the House will be presented 
at the first meeting in New York. 

Respectfully submitted, 

GUNNAR GUNDERSEN, Chairman, 

F, J. L. BLasincaMe, Vice-chairman 
Epwin S, HAMILTON, Secretary. 
JULIAN P., Price 
JAMEs R,. REULING 
James R. McVay 
LEONARD W. Larson 
Tuomas P. Murpock® 
Hucu H. Hussey Jr. 
Dwicut H. Murray 
Davin B. ALLMAN 

E. VINCENT ASKEY ) 
Louis M. Orr 

F, S. Crockett 

J. J. Moore 


ex officio 


*Deceased 
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AUDITOR’S REPORT 


March 15, 1957 
The Board of Trustees, 
American Medical Association: 


We have examined the statement of assets and liabilities of 
the American Medical Association as of Dec. 31, 1956, and the 
related statement of income and capital for the year then ended. 
Our examination was made in accordance with generally ac- 
cepted auditing standards, and accordingly included such tests 
of the accounting records and such other auditing procedures 
as we considered necessary in the circumstances. 

In our opinion, the accompanying statement of assets and 
liabilities and statement of income and capital present fairly 
the financial position of the American Medical Association at 
Dec. 31, 1956, and the results of its operations for the year 
then ended, in conformity with generally accepted accounting 
principles applied on a basis consistent with that of the preced- 
ing year. 

Peat, Marwick, MITCHELL & Co. 


BALANCE SHEET-—DEC. 31, 1956 


Assets 
ao oe ce cawsneddoetenp scene Ube ei daSi eawiveses¢ersasiacekeres $ 108,217 
Accounts receivable: 
I sc indccndesiewescandsdduerensedweaawbae se $ 413,796 
DUOSROTD TOPOTE SOTVICS.< oc cwccvcsccvercesssccocees 44,026 
I AE OE eT ee ene Mere rere TT trea 85,208 543,080 
Interest accrued on investments.............seeeeeee 41,563 
Inventories of materials and supplies at cost....... 374,148 
Expenditures on publications in process............ 183,748 
Prepaid expenses, deposits, and advances: 
Deposits Nt I ic checks eccannaeess eens cee 99,379 
Commissions applicable to unexpired 
subscriptions to publications ................006- 477,788 
Insurance and other prepaid expenses............ 38,935 616,102 


Marketable securities, at cost (value based 
on market quotations $8,639,716): 


United States Government securities.......... 6,557 692 
Publie utility and industrial bonds........... 522,728 
I id cones cupetdsaswodeweeeeee 1,378,931 8,459,351 
Representing investments of: 

Eee eee $ 3,284,351 

Depreciation reserve fund........ 1,365,000 

Building replacement reserve 

aiid dk vptra eermraaas te eanavsse'e bwin 1,860,000 
Association reserve fund......... 350,000 
Retirement reserve fund.......... 400,000 


Building improvement and 

modernization reserve fund.... 1,000,000 
Equipment modernization 

PE SF cditdueseacacecssens 200,000 


8.459351 


American Medical Association Research Fund: 
United States Government securities, at cost 
(value based on market quotations $1,451,393). . 1,491,060 
BE pane titiaewcpuoubdaensaa teu cad te-oduaieb inertia 3,040 1,494,100 


Property, plant, and equipment, at cost 
less depreciation: 
NE hl dct Speen sancn base nbheteean Oey os tebiees 453,774 
ED Citivenwheanniedamepudin as 
Office equipment and machinery.. 





Less accumulated allowance for 





CPST Sc cniagsmevivereeeeys __ 1,360,370 1,462,314 
1,916,088 
$13,736,347 
Liabilities 
Accounts payabie and accrued expenses: 
ID ivi 52s de edoakucciewmdedssukessov $ 398,247 
REBT BOGUT 5.66s00ccrcisvcceees eee Goharctemnareea 20,446 
PEE cincitnowensseenwds COORG S AETHER EES 6 86,433 
Employees’ withheld taxes........... pictetaeeaalaave 44,464 
me . 549,590 
Provision for completion costs of cumulative index 
volumes to be issued, less amount recovera by 
I UPI civccivcccteersetd<onevecececece 190,778 
Deferred credits: 
Unexpired subscriptions to publications.......... $ 1,512,072 
Income from 20th edition directory report service, 
less accumulated costs applicable to directory.. 113,833 
Other, including 1957 dues of $5,200 received 
SMI slic: aechedes diate news dca dR ETs naaéedes% 24,865 1,650,770 
American Medical Association Research Fund aia his 
DN, Sed beuiepbenchenense taeee species dion Chivens 1,494,100 
Other reserves: 
Association ........ pineaaneecmaes sreeetexeqoceseus 350,000 
SE iia ib ici danedinnaindek Camas ve wee 400,000 
Building improvement and modernization........ 1,000,000 
Equipment modernization .................. cucvoee 200,000 
Building replacement ................. SeWeeteavbas ‘ 1,860,000 3,810,000 
Capital CRE WD). vinccoicccccsscscccacecede HERES. a 6,041,109 


$13,736,347 


J.A.M.A., May 4, 1957 


STATEMENT OF INCOME AND CAPITAL 
YEAR ENDED Dec. 31, 1956 














Ineome: 
Membership dues and subscriptions to periodical 
DE. Clb vcdvd ox cased erdecense sade atte wiok $ 5,192.50 
I ict rit phic le Pint ind aaa ae patel hein 4,943 (02 
SOONERS FUGUE TEVOREIIOUES....<.6.00ci cess icescsccvecccs 298,112 
NE NEE oie dacctinnsccndcsehatwcddeeuet cabesenys 174,076 
10,602.35 
Costs and expenses: 
Printing and publication costs of periodicals, 
i Se ID boos ss osv sd caseenseessdee $ 5,222,444 
Councils, bureaus, and related activities 
RE ES eae eee 3,727 ,966 
Other expenses (including annual and interim 
— 2. Eee oe 355,972 9,306,389 
1,296, 
Special income credits and charges: 
Income from 19th edition directory report service 
and copy sales, less costs applicable thereto 
_(note ED bcepeivesuasiadmn uc cpoensanrtes tikdbseeewe 425,683 
Excess of credits over charges in connection with 
the closing of the printing department (note 2) 84,811 
510,494 
Less contribution to American Medical Education 
IID wi cp visctanSuieGe senesbadecbeiccdseecn 125,000 385.4% 
Income in excess of costs and expenses...... 1,681,947 
Deduct appropriations, net: 
Building replacement reserve...............seeee. 1,860,000 
er eee Sone icken 250,000 
2,110,000 
Decrease in equipment modernization reserve..... 500,000 1,610,000) 
Net amount transferred to capital.......... an 71,947 
IE i I occ ar dnsvenreesecesedéees 5,969,162 
Capital at Dec. 31, 1956......... SRE Repent n  eatente . $6,081, 109 
Notes: 


(1) The 19th edition of the American Medical Directory was published 
during 1956. 

(2) During 1956 the Association entered into contracts with outside par 
ties for the printing of its periodical publications. 


COUNCILS, BUREAUS, AND RELATED ACTIVITIES 
For YEAR ENDED Dec. 31, 1956 


Gs ns csc cew comnatenevasegeeruenensevbeeateniewan $ 96,430 
I 61s oo occas pemenaaanw ewes ewe et eemesunions-s 325,948 
I 6 ain 6 ig a ie ames Sole ge eee beuiewwsan Gian’ ern 14,616 
i  .<canécaupnceetiavabelebeebrest Olen beeheweress 201,608 
ee ating 5s th aldaentepih ent se bteemirndgeae Dai 110,729 
ERE EE SEES SETS Mee to eer 155,020 
American Medical Education Foundation....................... 118,833 
Department of Public se Dia ndeneddbiesticns saneeuenne 399,519 
I Oe oa, ss sc cb planiebwetesocnuehoqupees 226 817 
ee os nt a eemieecwbb ast acceins 88,493 
Council on Medical Education and Hospitals................... 376,484 
sk saci dc acccktepssentersenesnesaunle 206,226 
Council on Pharmacy and Chemistry............cccsccccccsscces 99,401 
Council on Physical Medicine and Rehabilitation............... 61,265 
COIS GR Te Be Fe ovine ccisiccvccccccccccscccsecenes 55,536 
ee Ns cn cat vow barencenecceeecwwas esas 75,772 
ee Ol I Io cnsiciss. swine sescevnyeebsidveecciion sevws 41,482 
ee Oe is cach andcsodennsegsesicesiescedsesacs 67,808 
Council on Constitution and Bylaws.......................ee005 3,148 
COMME GH "TGTRD GIN THODOGIOIN. onnccccccccccccscccscccccscecs 64,099 
Judicial Council ...... nice child: cubed wenhipae die pecan as Mandan Gad 13,010 
ee chic cn wpigctadenseiesasceesscsdvewernkeraseses 80,829 
Bureau of Exhibits............. iseistareeesaeeekeseunbeteteees 109,243 
EE OE Te MINI, ooo civccecccvccvessvcsecescveseceous 296,446 
nn sao Docu cnc chp scan cede ica beswbee 47,957 
Bureau of Medical Economic Research...................22e000: 172 74 
on ia ck a rsickdusebdceset-denlaseesoonsbeee 25,684 
CS NN I MIEN a ocscscccdvadccrncsdcenscievscteeecs 36044 
ics cnemecidebeseeeKieod uu rian es 64,658 
oko rename racweire dines never sesineecows 20,725 
Committee on Medicolegal Problems..................0e.eee000% 8,92 
Machine records ...... SrteRs ened ee sebsiee bese eSPeNesimaewseeenee 61,980) 

$3.7 72 27 {Hib 


TREASURER’S REPORT 
INVESTMENT ACCOUNT 


REPORT OF THE TREASURER OF THE AMERICAN MEDICAL ASSOCIATION 
FOR THE YEAR ENDED Dec. 31, 1956 


Investments at beginning of year 











(at cost) ..... iets kchevesesevers< $ 6,516,592.98 
IID, on vedecocsewwscen’ $ 9,131,100.71 
Common stocks purchased......... 493,930.79  9,625,081.50 

$16,141,624.48 

Less: 
Bonds called, matured, or sold..... $ 7,242,153.50 
Common stocks sold............. eee 440,119.90 $ 7,682,273.40 
Investments at end of year 

Py CE Seckssadeteniecnonsweanece $ 8,459,351.08 
Cash in bank at beginning of year $ 38,634.39 


Interest and dividends received.... $ 310,229.97 
Less interest prepaid on current 





year’s bond purchases...... OS ee 16,689.19 293,540.78 

332,175.17 

Transferred to general fund........ 245,000.00 
Cash in bank at end of year........ 87,175.17 


Cash in bank and investments at 


GRE GE FOE nc cccccvcosseevesccess $ 8,546,526.25 
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RESEARCH FUND 


Investments at beginning of year 
COE. GEEED cvcdeccopevesossecéseucess 

Bonds matured and purchased: 
U.S. Treasury Bonds (matured) 


$ 1,498,778.76 


Series G 2%% maturity 1/1/56.... $100,000.00 
U. 8S. Treasury Bonds (purchased) 
Series K 2%% due 8/15/68........ 97,281.25 2,718.75 





$ 1,491 ,060.01 
‘ash in bank at beginning and end 
OE DONE cnsscece [upeheewbenéwebesacen 3,089.99 





‘ash in bank and investments at 


Ge EE a6 hedsadasnavedenrcieus $ 1,494,100.00 
Interest received on investments and 

transferred to general fund to 

apply on research expenditures.. __ $37,793.75 

DAVIS MEMORIAL FUND 

Funds on deposit at Jam. 1, 1956..........cccccccccces $ 9,053.45 
Interest earned on bank balance in 1956............... 159.11 
Funds on deposit at Dec. 31, 1956............ccccccccce $ 9,212.56 


REPORT OF THE COUNCIL ON MEDICAL EDUCATION 
AND HOSPITALS 


To the Members of the House of Delegates of the American 
Medical Association: 


The following report of the Council on Medical Education 
and Hospitals is respectfully submitted: 


Recommendation for Adoption of the Document 
“Functions and Structure of a Modern Medical School” 
to Replace the 
“Essentials of an Acceptable Medical School” 


Following a year of careful study the Council on Medical 
Education and Hospitals in collaboration with the Association 
of American Medical Colleges has completely revised the 
“Essentials of an Acceptable Medical School” initially approved 
by the House of Delegates in 1910 and most recently revised 
in 1951. The new document represents the current general 
philosophy and concepts of these two organizations and has 
been developed as a basic guide. It has been endorsed by the 
Executive Council of the Association of American Medical 
Colleges and by the Liaison Committee on Medical Education 
as well as by the Council on Medical Education and Hospitals. 
The Council has voted adoption of the document entitled 
“Functions and Structure of a Modern Medical School” to re- 
place the present “Essentials of an Acceptable Medical School,” 
and authorized its presentation to the House of Delegates with 
the recommendation that it be given official endorsement. (See 
Appendix A. ) 


Recommendation for Approval of Publication of 
“Guides and Basic Principles of 
Postgraduate Medical Education” 


During the past year the Ad Hoc Advisory Committee on 
Postgraduate Medical Education met on several occasions to 
consider recommendations for the future functions of the Coun- 
cil in this field. The Committee assumed as one of its major 
responsibilities the task of preparing a statement of the “Ob- 
jectives and Basic Principles of Postgraduate Medical Education 
Programs” as a guide for the information of individuals and 
organizations conducting, or planning to conduct, activities in 
this field. Following detailed study and numerous revisions, this 
statement was submitted to the Council on Medical Education 
and Hospitals for consideration. The Council has voted to 
endorse the statement on “Objectives and Basic Principles of 
Postgraduate Medical Education” and refers it to the House of 
Delegates for consideration with the recommendation for its 
approval and subsequent publication. (Appendix B. ) 


Organization of Committee 
to Study Best Background Preparation 
for General Practice 


At its meeting on Dec. 14, 1956, the Executive Committee 
of the Board of Trustees voted that the Council on Medical 
Education and Hospitals should address itself to instructions 
3 and 4 of the report of the Committee on Medical Practice 
made to the House of Delegates in Seattle (November, 1956). 
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Therefore, a committee with representation from the Council on 
Medical Education and Hospitals, the Association of American 
Medical Colleges and the American Academy of General Prac 
tice has been established to proceed “to objectively analyze 
and make recommendations as to the best background prepara- 
tions today for general practice.” Representatives of the specialty 
areas will be added to the committee during the course of its 
deliberations. 
The initial meeting of this committee was held in January 
at which time it was agreed to consider the following questions 
1, What is general practice? 2. Is what is defined as general 
practice of lasting value to the health care of the United States 
public? 3. What preparation is needed for this type of practice? 
4. How can wis preparation best be offered? 
The committee adopted a basic working definition of general 
practice and appointed three subcommittees to carefully con- 
sider and report on the following facets of the problem: (a) 
prepare a descriptive clarification of the working definition of 
general practice, (b) prepare a statement developing the thesis 
as to whether the kind of physician outlined in the working 
definition is of lasting value to the health care of the United 
States public, and (c) prepare a report on suggestions as to 
the preparation needed as background for general practice in 
keeping with the implications of the working definition. 
The reports of the studies of this committee and its sub- 
committees together with its recommendations will be submitted 

in due course. 
Inhalation Therapy 


In June, 1956, the House of Delegates approved, in principle, 
the establishment of educational programs for inhalation ther 
apy technicians and requested the Council to study the develop- 
ment of criteria for such training. The advice of several national 
professional organizations has been sought. Recently appointed 
committees on inhalation therapy of the American Society of 
Anesthesiologists, Inc., and the American College of Chest 
Physicians plan to meet jointly in June, 1957. Pending the 
completion of these studies, the Council deferred action in 
view of the need for further definition and study of inhalation 
therapy and encourages the integration and coordination of 
such specialized training with existing closely related education 
programs. 

The Straight Internship 


In view of the resolutions submitted at the June, 1956, 
Annual Session of the House of Delegates in regard to rotating 
vs. straight internship, the Council is making further studies in 
this field. Although a definitive recommendation is not being 
submitted at this time, the Council believes that the House of 
Delegates should be apprised of the studies under way and 
should have an opportunity to evaluate the opinions of responsi- 
ble hospital administrators and members of the profession as to 
the pros and cons of straight and rotating internship as well as 
their attitudes in regard to any inflexible ruling concerning the 
elimination of either type. (Appendix C. ) 


Suggested Change in Name of the Council to 
Council on Medical Education 


With the establishment of the Joint Commission on Accredi- 
tation of Hospitals on Dec. 15, 1951, the field of accrediting 
hospitals was completely taken over by this body. During its 
first five years of activity, members of the Field Staff of the 
Council on Medical Education and Hospitals functioned in the 
dual capacity of evaluation of hospitals for accreditation by 
the Joint Commission and in evaluation of graduate education 
(internship and residencies) for the Council. The report of the 
Stover Committee to the House of Delegates in June, 1956, 
recommended that the Commission should employ its own sur- 
veyors, since it is not concerned with internship and residency 
approval and that the American Medical Association continue 
to survey such graduate medical education programs through 
the Council on Medical Education and Hospitals. This recom- 
mendation was adopted by the House of Delegates and on 
Jan. 1, 1957, the Council reduced its Field Staff accordingly as 
it discontinued evaluation of hospitals for accreditation by the 
Joint Commission. 
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During the June, 1954, meeting in San Francisco the Board 
of Trustees submitted a statement concerned with the discon- 
tinuation of hospital registration by the Council on Medical 
Education and Hospitals which was approved by the House of 
Delegates. The Council on Medical Education and Hospitals 
compiled its last census on Hospital Service in the United 
States in 1954 and hospital registration has subsequently been 
taken over by the American Hospital Association. At the time 
the Council discontinued compilation of annual hospital regis- 
tration information, its “Essentials of a Registered Hospital” 
were declared no.longer in effect. 

The Council on Medical Education and Hospitals, therefore, 
has no function relative to accreditation or registration of hos- 
pitals as such. It is, however, vitally concerned with the intern- 
ship program and is the sole agency responsible for its evalua- 
tion as an educational and training experience. It is also vitally 
concerned with residency education and training which is 
currently evaluated through residency review and conference 
committees. These committees represent conjoint efforts on the 
part of the Council, the specialty boards, and/or other organiza- 
tions concerned with graduate education and training. The 
Council is also actively engaged in the long-range study of 
postgraduate medical education and the role of medical schools, 
hospitals, medical societies and other agencies in such activities. 

Since the interests and activities of the Council are primarily 
focused on evaluation and approval of undergraduate, graduate, 
and postgraduate medical education, and since it plays no direct 
role in hospital accreditation or registration per se, the name 
“Council on Medical Education and Hospitals” is a misnomer 
and should be changed to the “Council on Medical Education” 
in conformance to its true functions. The Council recommends 
to the House of Delegates that the words “and Hospitals” be 
deleted and that its name be changed to “Council on Medical 
Education.” 


APPENDIX A 
FUNCTIONS AND STRUCTURE OF A MODERN MEDICAL SCHOOL 
I. INTRODUCTION 


This statement has been prepared in collaboration with the 
Association of American Medical Colleges and represents the 
general concepts of that organization as well as the Council on 
Medical Education and Hospitals of the American Medical 
Association. It is intended that this material be used as a guide 
with the hope that it may assist in attaining medical education 
of ever higher standards, Experience indicates that these are 
best nurtured in an environment in which there is not excessive 
concern with standardization. The concepts expressed here will 
serve as general but not specific criteria in the medical school 
accreditation program. However, it is urged that this document 
not be interpreted as an obstacle to soundly conceived experi- 
mentation in medical education. 


Published originally as “Essentials of an Acceptable Medical 
School,” and approved by the House of Delegates of the Amer- 
ican Medical Association, June, 1910, and revised April, 1913; 
March and October, 1927; June, 1933; June, 1934; August, 
1936; June, 1938; December, 1945; and December, 1951. 


Il, THE RESPONSIBILITIES AND OBJECTIVES 
OF A MEDICAL SCHOOL 


As an institution of higher education, a medical school has 
three inherent responsibilities which are so closely related as 
to be inseparable. 

1. A medical school should provide for its undergraduate 
students the opportunity to acquire a sound, basic education in 
medicine and should foster the development of lifelong habits 
of scholarship. 

2. A medical school should contribute to the advancement 
of knowledge through research. 

3. A medical school should contribute to the development of 
teachers, investigators and practitioners through programs of 
graduate education including residency training. 
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By virtue of its university orientation or as a result of the 
clinical facilities and personnel available, a medical school 
should assume additional responsibilities such as those listed 
below to the degree that its resources permit without weaken- 
ing its basic program: 

1. Leadership in the development of adequate opportunities 
for the continuing education of practicing physicians. 

2. Professional service to patients primarily to fulfill its edu- 
cational and research obligations. 

3. Participation in the educational programs of other pro- 
fessions in the health field, such as dentistry, nursing, and phar- 
macy, as well as in selected areas of the general university pro- 
gram. 

4. Training of technical personnel in paramedical fields. 

A medical school should develop a clear definition of its total 
objectives, appropriate to the needs of the community it is de- 
signed to serve and the resources at its disposal. When objec- 
tives are clearly defined, they should be made familiar to faculty 
and students alike, so that efforts of all will be directed toward 
their achievement. 

A statement of “The Objectives of Undergraduate Medical 
Education” has been prepared by the Association of American 
Medical Colleges. It is believed that this can well serve as the 
basis for a definition of this portion of the over-all objectives 
of a medical school and is reproduced in part below. The full 
statement can be found in the Journal of Medical Education 
(28:57-59 [March] 1953). 

“Undergraduate medical education must provide a solid foun- 
dation for the future physician’s development. It should not 
aim at presenting the complete, detailed, systematic body of 
knowledge concerning each and every medical and related dis- 
cipline. Rather, it must provide the setting in which the student 
can learn fundamental principles applicable to the whole body 
of medical knowledge, establish habits of reasoned and critical 


. judgment of evidence and experience, and develop an ability 


to use these principles and judgments wisely in solving prob- 
lems of health and disease. 

“Undergraduate medical education cannot achieve these aims 
if the student is relegated to a passive role. It must provide in- 
centive for active learning on the part of the student. This can 
best be done by giving him definite responsibility in real, day- 
to-day problems of health and disease. This responsibility must, 
of course, be carefully graded to the student’s ability and ex- 
perience and must be exercised under careful guidance by the 
faculty. 

“Given incentive to learn and guidance toward the grasp of 
principles, with the problems of health and disease as a frame 
of reference, the student will build the necessary foundation 
for his career in medicine, be it practice (general or limited), 
teaching, research or administration. 

“In working toward this fundamental objective, undergradu- 
ate medical schools must strive to help the student to: acquire 
basic professional knowledge; establish essential habits; attain 
clinical and social skills necessary to the best utilization of that 
knowledge; and develop those basic intellectual attitudes, and 
ethical or moral principles which are essential if he is to gain 
and maintain the confidence and trust of those whom he treats, 
the respect of those with whom he works and the support of 
the community in which he lives. 

“These . . . aims are obviously not distinctly separable, but 
are mutually interdependent. All together they summarize the 
desirable characteristics of the responsible professional person 
medical education is attempting to produce.” 


Ill, ORGANIZATION AND ADMINISTRATION 


A. Governing Body.—A medical school should be incorpo- 
rated as a nonprofit institution, if possible as a part of a uni- 
versity, since a university can so well provide the milieu and 
support required by a modern medical school. 

If not a component of a university, a medical school should 
have a board of trustees composed like that of a university of 
public spirited men or women having no financial interest in 
the operation of the school or its associated hospitals, The 
trustees should serve for fairly long and overlapping terms. 
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Officers and faculty of the school should be appointed by 
the board of trustees. In keeping with generally accepted prin- 
ciples of administration, it is usually not desirable for a member 
of the board of trustees to serve simultaneously as an admin- 
istrator or a member of the faculty of the medical school. 

The manner in which the medical school is expected to con- 
duct its affairs, including the responsibilities and privileges of 
administrative officers, faculty, and students should be clearly 
indicated in by-laws approved for the medical school itself or 
adequately presented in the by-laws of the parent university. 

B. Administrative Officers of the Medical School.—There 
should be competent supervision of the medical school by the 
dean or other executive officer who, by training and experience, 
is qualified to provide leadership in interpreting high standards 
in medical education, and who has sufficient authority to imple- 
ment such standards. The dean should have the respect and 
support of the faculty and ready access to the university presi- 
dent and other officials. The establishment and maintenance of 
a congenial and productive relationship with the local medical 
profession is desirable and important to the school and the pro- 
fession. It can be best assured through discussions of mutual 
problems by representatives of the school and practicing pro- 
fession. 

Because of the diverse and heavy responsibilities placed upon 
the dean or executive officer, assistance by suitably qualified 
persons should be provided. In many medical schools, for ex- 
ample, there is an assistant dean who devotes major attention 
to student affairs and another assistant for administering the 
postgraduate program. In the conduct of the fiscal affairs of the 
school, the dean should have the assistance of a capable busi- 
ness officer. 

C. Faculty Organization.—The faculty should be organized 
into suitable departments representing the major basic science 
and clinical fields. It is to be noted that this is primarily an ad- 
ministrative convenience; it should not form the sole basis for 
structuring the curriculum. Each such department should have 
a voice, through appropriate committees of the faculty, in the 
administration of the academic affairs of the school. Foremost 
among these should be an executive committee of the faculty 
composed primarily of the responsible administrative officials 
and the chairmen of those departments which have a major 
role in the educational program. Usually these are Anatomy, 
Physiology, Biochemistry, Microbiology, Pharmacology, Pathol- 
ogy, Medicine, Surgery, Pediatrics, Obstetrics-Gynecology, Psy- 
chiatry, and Preventive Medicine and Public Health. This 
commonly utilized pattern allows for balance between basic 
science and clinical viewpoints in the committee’s major func- 
tion of determining, with the dean, medical school policies for 
consideration, where indicated, by higher university authority. 

There should be such committees of the faculty as admis- 
sions, promotions, curriculum, postgraduate medical education, 
library, and others needed to serve the welfare of the school. 

The entire faculty should meet one or more times annually 
to provide an opportunity for all faculty members to become 
acquainted with and to discuss medical school policies and 
practices. 

Nominations for faculty appointments should originate in the 
faculty under the leadership of the dean. Commonly, nomina- 
tions for appointments at the lower academic ranks are made 
by the head of the department concerned, after thorough dis- 
cussions of the nominees by the entire department. At the pro- 
fessorial and the associate professorial levels this procedure may 
be profitably supplemented or supplanted*by the appointment 
of a nominating committee composed of members of several 
departments, whose standing and judgment are generally un- 
questioned. Recommendations are made to the faculty execu- 
tive committee and dean who, in turn, recommend to the presi- 
dent and board of trustees through established administrative 
channels. 

D. Finances.—Experience has established that a medical 
school cannot successfully carry out its many activities solely 
on the income derived from student fees. Furthermore, certain 
of these activities are not directed primarily to the education 
of the medical student and he should not be expected to sup- 
port them. To adequately fulfill its obligation, a medical school 
should have other substantial sources of revenue. 
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Each department within the school should prepare its budget 
in consultation with the dean, who is ultimately responsible for 
the total budget and its presentation to the proper authority 


IV. FACULTY 


The school should have a competent staff with demonstrated 
interest and ability in teaching and research. Such dual activity 
by the faculty is most likely to provide the educational milieu 
appropriate in a modern medical school as well as best carry 
out its objectives and responsibilities. 

Reasonable security of tenure and possibility of advancement 
should be assured in order that the personnel of the faculty 
may have adequate stability. Compensation of full time mem- 
bers of the faculty should be sufficient to enable them to sup- 
port themselves and their families. 

The number of instructors in each basic science and clinical : 
department should be sufficient to meet the requirements of a 
modern medical educational program as well as allow adequate 
time for research by each instructor. Full time teacher-student 
ratios may vary widely depending on the course content, edu 
cational methods, research activities, the availability of com- 
petent part time or voluntary staff, and other factors. Recogni- 
tion of the values of intimate teacher-student relationships and 
widespread use of methods favoring the active role of the stu- 
dent in his own education have decreased dependence on di- 
dactic exercises. Increasing use has also been made of inter- 
departmental teaching. These factors have tended to increase 
the relative size of the instructional staff. 

The faculty personnel in the basic science disciplines should 
be almost entirely on a full time basis. In the major clinical 
areas of medicine, surgery, pediatrics, psychiatry, obstetrics and 
gynecology, there should be a nucleus of full time instructors 
who have as their major responsibility the planning and super- 
vision of the department’s educational program and the conduct 
of research. 

V. STUDENTS 


The admission of students to a medical school should be the 
responsibility of a committee of the faculty. Decisions regard- 
ing admission should be based not only on satisfactory prior 
scholastic accomplishment but also on such factors as person- 
ality and emotional characteristics, motivation, industry, re- 
sourcefulness, and health. Evaluation of these factors should 
be developed through personal interviews, college records of 
academic and nonacademic activities, results of medical college 
admissions tests, and pertinent letters of recommendation, All 
records dealing with admissions should be carefully filed and 
procedures periodically reviewed in a search for better methods. 

At least three years of college education is required for most 
students and four years is recommended as a preparation for 
medical study. Only rarely and under exceptional circumstances 
will a medical school be justified in admitting a superior stu- 
dent after two years of college study. The National Committee 
of Regional Accrediting Agencies maintains a listing ' of insti- 
tutions of higher education which have been found to offer 
commendable educational programs. Prospective medical stu- 
dents should acquire their preparatory education at a college 
of arts and sciences so listed and a medical school admissions 
committee should scrutinize with particular care the qualifica- 
tions of applicants whose preparatory study has been done at 
other institutions. 

Because basic knowledge of biology, physics, inorganic and 
organic chemistry and human behavior are the foundation 
stones of medicine, adequate college courses in these subjects, 
as well as demonstrated competence in English, should be re- 
quired. It is important that a medical college restrict its admis- 
sion requirements to this minimum so that a college student 
preparing for the study of medicine will have the opportunity 
to acquire a broad liberal education or to study a specific field 
in depth according to individual interest and ability. The com- 
plexity of modern medicine can be best served by physicians 
who in composite represent a variety of backgrounds in edu- 
cation and experience. 

1. A copy can be obtained by addressing the National Com- 
mission on Accrediting, 1785 Massachusetts Ave. N.W., Wash- 
ington 6, D. C. 








60 ORGANIZATION SECTION 


Advanced standing may be granted to students for work 
done in other medical schools, but only when a student’s pre- 
vious work is qualitatively and quantitatively equivalent to that 
required of regularly enrolled students, as officially verified 
by correspondence with the school previously attended. Be- 
cause of the diversity and greater integration of the total cur- 
riculum, transfers are becoming increasingly difficult but usu- 
ally are least disruptive of the student’s education at the end 
of the second year. 

The number of students who can have an adequate educa- 
tion in a medical school is related to the laboratory and hospital 
facilities available and to the size and qualifications of the 
teaching staff (see also: IV. Faculty). A close personal con- 
tact between students and members of the teaching staff results 
in a quality of educational experience that is not possible in an 
institution where the number of students is excessive in relation 
to the staff and facilities. 

There should be a system of student records showing con- 
veniently and in detail the admissions credentials as well as 
the grades or other records of performance in the school, by 
means of which an exact knowledge can be obtained regarding 
each student’s work and qualifications. Qualitative evaluations 
of each student by instructors should be included in the stu- 
dent records. 

An adequate provision for student counseling should be in 
effect. Many schools have an assistant responsible to the dean 
for such counseling. 

‘There should be an active student health service providing 
for periodic medical examination and medical care for the stu- 
dent body. This is important not only in the maintenance of 
student health but also because of its inherent educational 
values. 

VI, FACILITIES 


A medical school should own or enjoy the assured use of 
buildings and equipment adequate quantitatively and quali- 
tatively to provide an environment most conducive to produc- 
tivity of faculty and students in the fulfillment of the total 
objectives of the school. If possible, all of the basic medical 
sciences should be housed in a building which adjoins in some 
manner the clinical facilities so as to promote cooperative teach- 
ing efforts and allow all departments ready access to clinical 
material. 

A well maintained and catalogued medical library that can 
be used conveniently and effectively by both students and 
faculty is essential to a modern medical school. A trained li- 
brarian with experience in medical library work should be 
employed to supervise the development and operation of the 
library with the advice and assistance of an active representa- 
tive committee of the faculty. The library should receive regu- 
larly the leading medical periodicals, the current numbers of 
which should be readily accessible. Adequate arrangements 
should be made by the librarian and the faculty to instruct all 
students in the use of the library at the beginning of their 
medical studies. 

The school should own or have the unquestioned right to 
appoint the attending staff of a general hospital for clinical 
teaching. In the event that a medical school depends for clin- 
ical teaching on an independent hospital, it is essential that 
the clinical teachers, either on nomination by the school or by 
agreement in conference between school and hospital, be ap- 
pointed by the hospital trustees to appropriate positions on 
the hospital staff. The teaching hospitals should be either ad- 
joining or in close proximity to the school and should provide 
sufficient patients to permit students individually to observe, 
work up, and study the progress of the common variety of 
medical and surgical cases as well as a fair number of patients 
in each of the other major specialties. 

There should be a sufficient number of patients so that each 
student on a hospital clerkship can be assigned that number 
of new cases of teaching value each week for thorough study 
that the faculty judges to be of maximum educational value. 
For example, this may be two new patients a week in one 
department or five new cases weekly in another, depending 
upon the orientation, objectives, and teaching program of the 
department concerned. Therefore, no fixed number of hospital 
beds or patients per student can be established because of the 
variables involved. Medical education should emphasize in- 
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tensive long term study by each student of relatively fewer 
patients rather than superficial observation of many patients. 

The school should own or have unquestioned use of wel] 
ordered facilities for the diagnosis, treatment and follow-up of 
ambulatory patients. The attending staff should be drawn 
from the faculty including those of senior rank. The number 
of new cases per day available to each student serving an 
outpatient clerkship should be compatible with the educationa! 
objectives and teaching program of the department as well as 
the school. 

There should be sufficient offices, laboratories, and conference 
rooms as a part of or conveniently close to the hospital and 
outpatient clinical facilities to meet the needs of faculty and 
students. The hospital floors should provide adequate space 
and facilities for student clerks to study their patients, 


VII, EDUCATIONAL PROGRAM 


Before the curriculum, methods and details of an educational 
program can be decided, the objectives of the program should 
be formulated. 

The objectives should clearly indicate that an undergraduate 
medical education provides merely a sound foundation for fur- 
ther education during the internship and residency periods, as 
well as throughout professional life. Four years of education 
in medical school is not by itself sufficient to prepare a physician 
for practice today. In fact, the yearly advances in medicine 
demand that each physician continue his education throughout 
his career. It is also obvious that no physician can master the 
whole spectrum of medical knowledge. 

No rigid curriculum can be prescribed for accomplishing the 
objectives of medical education. On the contrary, it is the re- 
sponsibility of the faculty of each school continually to re- 
evaluate its curriculum and to provide in accordance with its 
own particular setting and in recognition of advances in science 
a sound and well-integrated educational program. Each school 
should utilize those methods and approaches that the particular 
interests and abilities of the faculty indicate would provide the 
most effective education in the framework of the available 
facilities. The traditionally separate disciplines are finding re- 
warding educational and research results in working together 
cooperatively. 

Through the various educational methods and to the extent 
deemed best by the faculty to accomplish the objectives of 
medical education, each medical school should offer education 
in the following subjects during the four year curriculum: 

Human Anatomy, Biochemistry, Physiology, Microbiology, 
Pharmacology, Pathology, Clinical Laboratory Diagnosis, Physi- 
cal Diagnosis, Internal Medicine, Pediatrics, Obstetrics and 
Gynecology, Preventive Medicine and Public Health, Psychiatry, 
Radiology, and Surgery. Specialty areas in medicine and sur- 
gery are best integrated in the teaching of the major disciplines. 
Consideration of social, emotional and environmental factors in 
health and disease is properly the responsibility of all clinical 
departments. Medical ethics, legal medicine, biostatistics and 
medical genetics should be included in the educational program. 

The traditional emphasis on lectures, demonstrations and 
amphitheater clinics in which the role of the student is passive 
has shifted to greater use of individual student and small group 
projects, conferences, seminars, and the “case method” of edu- 
cation, in all of which the student actively participates in his 
own education. The allotment of some unscheduled student 
time in the weekly program to allow for reading, research or 
other independent pursuits is desirable. 

In the clinical years particularly, there is no substitute for 
the “case method” of clinical education, in which individual 
students work up individual patients under guidance in the 
hospital wards and in outpatient clinics. Such assignments 
should occupy most of the time and energy of third and fourth 
year medical students. The student should be encouraged to 
feel a genuine responsibility as part of a team of physicians 
studying the patient, and not as a classroom student with 
prescribed hours of work. The student’s work-up of each case 
including progress notes should become part of the hospital's 
permanent record of the case. Such case studies should serve 
as the point of departure for informal conferences, rounds, and 
reading. Lectures and other didactic exercises cannot replace 
though they may supplement bedside learning. 
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VIII, ACCREDITATION OF MEDICAL SCHOOLS 


The American Medical Association through its Council on 
\fedical Education and Hospitals and the Association of Amer- 
ican Medical Colleges through its Executive Council serve as 
the recognized accrediting agencies for medical schools. Though 
retaining their individual identities, both groups work very 
closely in this activity through the Liaison Committee on Med- 
ical Education. To be accredited, a medical school must be 
considered approved by the Council on Medical Education and 
Hospitals and offered membership in the Association of Amer- 
ican Medical Colleges. This is granted on the finding of a 
sound educational program as a result of a survey conducted 
jointly by both organizations. 

It is the intent that newly developing medical schools should 
be surveyed during each of the first four years of active exist- 
ence. Provisional accreditation is granted, when the program 
warrants, for the first two years of the curriculum and definitive 
action is taken during the implementation of the fourth year 
of the curriculum. 

Existing medical schools are surveyed at regular intervals. 
Every attempt is made to fulfill requests for interim surveys as 
a consultant service to the medical schools. 

A medical school to be surveyed is requested to provide 
basic information on forms forwarded in advance. After careful 
study of this material, the survey team of three or four mem- 
bers visits the medical school for three to five days. On com- 
pletion of its visit, the survey team confers with the responsible 
administrative officials of the medical school and its parent uni- 
versity, indicating to them the nature of the major findings 
and recommendations. A complete, written report is prepared 
and considered separately by the Council on Medical Educa- 
tion and Hospitals and the Executive Council of the Association 
of American Medical Colleges and then jointly by the Liaison 
Committee on Medical Education. The action of each group 
and the complete report is then transmitted to the medical 
school dean and university president. 

Application for and further information concerning this proc- 
ess can be obtained from the Secretary, Council on Medical 
Education and Hospitals, American Medical Association, 535 
N. Dearborn St., Chicago 10, or the Secretary, Association of 
American Medical Colleges, 2530 Ridge Ave., Evanston, II]. 


APPENDIX B 


A GuiweE REGARDING 
OBJECTIVES AND Basic PRINCIPLES OF 
POSTGRADUATE MEDICAL EDUCATION PROGRAMS 


PREFACE 


Physicians have become increasingly concerned with their 
need for effective continuing educational opportunities in order 
that the advances in medical knowledge may be applied in 
practice with as little delay as possible. Though this need has 
been clearly recognized, there has been a lack of basic guidance 
regarding what educational approaches would be most useful. 
Postgraduate medical education poses a variety of problems. 
Although a few are unique, many of the problems are similar 
to those that confronted other phases of medical education 
earlier in this century. 

In order to best explore the problems and useful approaches 
to their solution, the Council on Medical Education and Hos- 
pitals of the American Medical Association decided that it 
should have the advice of leaders in the profession having a 
diversity of backgrounds and viewpoints in practice and in 
medical education. Accordingly, early in 1956, the Council 
sought and obtained from the Board of Trustees of the Ameri- 
can Medical Association authorization to appoint an Ad Hoc 
Advisory Committee on Postgraduate Medical Education. This 
committee, which began its task in April, 1956, and is still at 
work, is composed of the following members: 


Dr. Clarence E. de la Chapelle, Professor of Medicine and Associate Dean, 
New York University Post-Graduate Medical School 

Dr. John Conlin, Medical Director, Boston City Hospital 

Dr. Mahlon Delp, Professor of Medicine and Chairman of the Department 
of Postgraduate Medicine, University of Kansas School of Medicine 

Dr. William B. Hildebrand, general practitioner and Former President, 
American Academy of General Practice 
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Dr. James T. Howell, Assistant Medical Director, Henry Ford Hospital, 
representing Dr. Edwin Crosby, American Hospital Association 
Dr. Harold Jeghers, Professor and Director of the Department of Medicine, 
Seton Hall University School of Medicine 
Dr. Matthew R. Kinde, Director of Division of Medicine and Public Health 
W. K. Kellogg Foundation 
Dr. Samuel Proger, Professor and Chairman of the Department of Medicine, 
Tufts University School of Medicine, and Physician-in-Chief, New 
England Medical Center 
Dr. John Sheldon, Professor of Medicine and Director, Department of Post 
graduate Medicine, University of Michigan School of Medicine 
Dr. Cassius J. Van Slyke, Associate Director, National Institutes of Health 
Dr. Edward L. Turner, Secretary, Council on Medical Education and Hos 
pitals, American Medical Association 
Dr. John C. Leonard, Chairman of the Committee, Director of Medical Edu 
cation, Hartford Hospital 


Dr. Glen R. Shepherd, Assistant Secretary of the Council, is 
serving as staff for the committee. The committee was asked to 
examine postgraduate medical education in its broadest aspects 
and to recommend to the Council a course of action that the 
American Medical Association could take that would be of 
assistance in increasing the educational stature of this field. At 
the outset of the committee’s deliberations, it became apparent 
that a basic guide needed to be formulated and published by 
the Council, a guide that would be applicable to courses as 
well as to other approaches such as community hospital—-medical 
school cooperative efforts. The following material is the product 
of this part of the committee’s work. 

It is very gratifying to report that from its beginning the 
committee has pursued its task with extraordinary vigor and 
enthusiasm bespeaking the importance of the subject of its 
study. All members of the committee have participated actively 
in its deliberations, and each member made a significant con- 
tribution to this outcome of the committee’s work. 

The Objectives and Basic Principles of Postgraduate Medical 
Education formulated by the committee and endorsed by the 
Council is a major contribution to an initial clarification of goals 
and guiding principles in this continuing phase of medical 
education. On behalf of the Council it is my pleasure to ex- 
press deep appreciation to the members cf the committee for 
the important work they have completed to date and to com- 
mend this document to all concerned for thoughtful study and 
active attention. 


H. G. WetskoTren, M.D., Chairman 
Council on Medical Education and Hospitals 
American Medical Association 


INTRODUCTION 


The purpose of this publication is the presentation of objec- 
tives and basic principles of postgraduate medical education 
programs for the guidance of those active in this field as well 
as for those desiring to initiate courses and other programs for 
the continuing education of physicians. 

Vital new discoveries are of little immediate use against 
human disease until physicians in practice learn about them. 
Regardless of how well prepared a physician may be at the 
time of entering practice, the adequate knowledge of yesterday 
is not fully adequate today. How best to meet this educational 
challenge is the broad problem of continuing postgraduate 
medical education. 

The American Medical Association and its Council on Medi- 
cal Education and Hospitals have become increasingly con- 
cerned with the educational activities and needs in this post- 
graduate phase of medical education. It is apparent that formal 
courses are only a part of the educationally significant programs 
in this field. 

In 1952 the Council initiated a study of the field of post- 
graduate medical education, the results of which were reported 
by Dr. Douglas Vollan in THe JouRNAL in 1955.' 





1. Vollan, D.: Postgraduate Medical Education in the United 
States, J. A. M. A. 1473:703-708 (Feb. 26) 1955; ibid. 157: 
912-920 (March 12) 1955; ibid. 147s1119-1125 (March 26) 
1955; ibid. 147:21302-1309 (April 9) 1955; ibid. 14721492- 
1498 (April 23) 1955; ibid. 148:39-43 (May 7) 1955; ibid. 
158:184-187 (May 21) 1955; ibid. 148:395-399 (June 4) 
1955. 
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A physician adds to his knowledge by participation in the 
following activities: (1) reading of the medical literature: 
(2) consultations with colleagues; (3) hospital staff meetings 
and conferences; (4) local, state, and national meetings of 
general and specialty medical societies; (5) formal postgraduate 
courses; and (6) regional hospital—medical school educational 
programs. 

The educational implications of reading the medical litera- 
ture, consulting with colleagues, and medical society meetings 
are significant, but they are under the direct control of the 
individual physician. The enormous and increasing bulk of 
medical literature on even relatively restricted subjects makes 
difficult the maintaining of a current knowledge by this means 
alone. The routine medical society meetings are often of neces- 
sity not primarily educational. 

Postgraduate programs by hospitals, medical schools, and 
medical societies, on the other hand, involve groups of people 
and educational techniques having close analogies with under- 
graduate and graduate medical education. All three phases of 
medical education may involve the same educators. It is with 
such programs—formal courses and regional hospital—medical 
school cooperative educational efforts—that the Council on 
Medical Education and Hospitals hopes to be of assistance. 

The basic problems confronting those who plan programs for 
the continuing education of physicians are analogous to the 
problems that faced those responsible for undergraduate medi- 
cal education fifty years ago and that concerned graduate 
medical education more recently. These problems include: (1) 
a lack of clear definition of objectives, (2) a wide range in the 
educational value of the courses and other programs offered, 
(3) insufficient opportunities for physicians to participate in 
educationally sound programs, (4) difficulties in financing, and 
(5) lack of national guidance and inadequate sharing of ex- 
perience for those desiring to establish or improve postgraduate 
medical education programs. 

The Ad Hoc Advisory Committee on Postgraduate Medical 
Education described in the Preface has prepared and the 
Council endorses the Objectives and Basic Principles for Post- 
graduate Medical Education Programs as set forth in the follow- 
ing pages. These principles are applicable, as the explanatory 
notes suggest, to any concerted educational effort involving 
physicians. This publication is an initial step in a long-range 
program that the Council will pursue to assist in the further 
development of postgraduate medical education. After a suit- 
able period following publication of this guide, a continuing 
appraisal of postgraduate programs may be initiated. 


OBJECTIVES 


The ultimate aim of postgraduate medical education is to 
make it possible for each physician to use in his practice the 
modern medical knowledge that continuously becomes avail- 
able. Adequate professional growth ensues through the partici- 
pation of each physician in suitable programs of continuing 
education in addition to his own experience and reading. 

Postgraduate educational programs should as a_ result of 
current advances in the basic science and clinical fields favor- 
ably augment and modify an adequate initial education. These 
programs should make possible the acquisition of such new 
skills in the field of original competence as scientific advances 
require. All continuing education should strengthen the habits 
of critical inquiry and balanced judgment that denote the truly 
professional and scientific man. 


BASIC PRINCIPLES FOR POSTGRADUATE MEDICAL 
EDUCATION PROGRAMS 


1. There should be ADMINISTRATION of the postgraduate 
program by a responsible person having the respect and sup- 
port of the professional staff of the organization or institution, 
an administration having as its goal an educational program in 
the highest interest of the medical profession, as epitomized in 
the Objectives previously stated. There should be continuity of 
administration, evidence of careful advance planning of the 
program, and a suitable voice by the teaching staff in the post- 
graduate program. 








J.A.M.A., May 4, 1957 


The majority of medical schools express a sense of responsi- 
bility for the continuing education of physicians. To implement 
their programs, some schools have appointed assistant deans for 
postgraduate medical education, or directors of departments. 
sections or committees charged with over-all planning anc 
coordination of such continuation education.* 

The assistant dean or director has such responsibilities, in 
consultation with the dean and/or executive committee of the 
faculty, as determining the specific needs and desires of th: 
profession in the region for the subjects of courses and othe: 
programs, stimulating the faculty to plan programs well in 
advance, making certain that the facilities needed will be avail- 
able at the time scheduled, supervising adequate enrollment 
records in courses, serving as liaison with local and national 
medical societies, and otherwise coordinating the resources of 
the school for their most effective use in the postgraduat« 
program undertaken. Continuous administrative supervision of 
the postgraduate program by a responsible person results in a 
higher quality educational experience than is otherwise possible. 

Hospitals have found effective the designation of a director 
of medical education to be concerned with supervision of in- 
ternship and residency programs. Such an individual could be- 
come the executive officer of the postgraduate program of the 
hospital, serving in a similar capacity and for similar purposes 
as the director of the postgraduate program in a medical school. 

Any cooperative educational effort between a regional hos- 
pital and a medical school should have the understanding and 
approval of the medical staff, administrator, and trustees of the 
hospital as well as the understanding and approbation of the 
dean and the executive committee of the faculty of the medical 
school. 

Where a hospital or medical school is nearby, medical socie- 
ties and other organizations concerned with cosponsorship of 
educational programs for physicians may find it best to work 
cooperatively with the hospital or medical school as the actual 
location of the program because of the personnel and facilities 
uniquely available there. The advantages of administrative con- 
tinuity of such relationships by a medical society or other 
organization are at least partially as compelling as is such 
continuity of administration for hospitals and medical schools. 

2. The BUDGET should be adequate to the educational 
program undertaken and to its continuing improvement. 

Sole dependence upon tuition fees tends to restrict unduly 
the quality of postgraduate courses. In general, therefore, 
support for such activities should not be confined to antici- 
pated income from tuition, and other financial resources should 
be available. 

The support of adequate postgraduate courses and regional 
cooperative programs necessitates the furnishing of faculty 
personnel, certain special teaching facilities for physicians at- 
tending courses, transportation factors involved in regional and 
circuit programs, honoraria, and administration, the total sup- 
port of which is in excess of tuition income alone. It is im- 
portant that the faculty personnel be sufficient to continue to 
provide an adequate program of undergraduate medical educa- 
tion when the postgraduate program is in effect. 

Hospitals expend funds for the salaries of directors of medical 
education when they are full time, for travel expenses of resi- 
dents and interns to the medical school when that is a part of 
the program, for special facilities such as adequate library, 
conference rooms and audio-visual equipment needed in the 
various programs, and for assistants. 

3. The TEACHING STAFF should consist of physicians and 
their associates of proven ability, training, and experience with 
an interest in and dedication to the development of carefully 
planned educational programs in the best current intellectual 
and professional interest of the participating physicians. 

There should be an adequate number of instructors for eacli 
program to permit the use of the more effective participative 
methods of education (see Principle 6). In the other phases of 
medical education and in other fields of education, the number 





2. Fifty-sixth Annual Report on Medical Education in the 
United States and Canada by the Council on Medical Educa- 
tion and Hospitals of the American Medical Association, 
J. A. M. A. 16131666-1667 (Aug. 25) 1956. 
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of students per teacher becomes much smaller as education 
hecomes more advanced. This would seem to have significant 
implications in postgraduate medical education. 

Instructors participating in any course or other educational 
program should be capable of providing explanation of the 
hasie science mechanisms of health and disease and their clini- 
cal applications in the prevention, diagnosis, and treatment of 
disease. The essence of professional knowledge, as compared to 
purely vocational, is understanding of the basic sciences to pro- 
vide a “know-why” as well as a “know-how” of the practice 
of medicine. 

The resident staff of a hospital, and particularly of a re- 
gional hospital, may form a valuable part of the teaching 
personnel of a postgraduate program. It is generally considered 
that the attending staff of a hospital in its contacts with interns 
and residents in an approved program stimulates and educates 
the resident staff. It is also true that the intern and resident 
staff coming recently from the research and teaching ferment 
of a medical center can stimulate and inform the attending staff 
of a community hospital. Such a two-way exchange of ideas 
and mutual ignition of curiosity is implicit in any effective 
graduate educational program. It is at times difficult to delineate 
clearly whether the graduate or postgraduate medical educa- 
tion implications are the greatest in various features of some of 
the existing and experimental ventures between regional hos- 
pitals and medical schools. The benefit to the attending staff is 
directly related to its wholehearted participation in the various 
conferences, ward rounds, and other activities of the program. 

4. The CURRICULUM of any postgraduate medical educa- 
tion program should be the result of thoughtful planning well 
in advance of the date scheduled for the beginning of the 
program. 

In the case of courses, this advance planning should include 
selection of the general subject(s), the hour by hour schedule 
of topics and activities, the assignments of these to specific 
members of the teaching staff, and the selection of the appro- 
priate methods of education. 

The value of a postgraduate program depends to a consider- 
able extent on the amount of thoughtful planning that occurred 
months in advance of its beginning. Even continuous coopera- 
tive efforts between hospitals and medical schools require 
periodic self-appraisal of the purposes, the methods of educa- 
tion, and the teaching staff. Advances in medicine are occurring 
so rapidly that no course or other program should be repeated 
annually without such restudy. 

Thoughtful planning also means that the content of courses 
and other programs should be based upon the demonstrated 
needs and wishes of the physicians of the region, as well as 
upon advances in medicine. The means of ascertaining the 
needs and wishes of physicians will vary. Of great assistance is 
a close and cordial liaison among medical societies, medical 
schools, and hospitals of the region. 

Attention to the newer knowledge of the basic mechanisms 
of disease and of treatment should be a part of postgraduate 
programs along with the more immediately applicable informa- 
tion. 

It is desirable that more institutions and organizations respon- 
sible for courses and for regional hospital programs design their 
content so that advances in all the major areas of medicine can 
be covered every four to five years. Cooperative planning in 
each region would be of assistance in this respect. 

Postgraduate courses which by their duration and nature 
cannot fully prepare any physician for entering the practice of 
a specialty should be so structured in all subjects and especially 
those of the surgical specialties that the physicians participating 
will fully realize the dangers of using limited knowledge with- 
out restriction and without consultation, It is because of the 
hazards involved that postgraduate courses on surgical tech- 
niques often are limited to enrollment of those who have had 
adequate basic education in surgery. The longer period of study 
needed for surgical practice is best spent in approved programs 
of graduate medical education rather than in short postgraduate 
courses. There is much information regarding diagnosis, the 
indications and contraindications for surgery, the basic science 
involved in such therapy, and the expected outcome of various 
surgical procedures that should be made available to all 
physicians, 
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5. There should be available FACILITIES that encourage 
participative methods of education. Though lectures by profes- 
sionally well-qualified speakers are a means whereby physicians 
obtain information, it is felt that such a method of education 
cannot alone provide an adequate postgraduate program in the 
context of modern education. The facilities mentioned above 
should include the availability, when appropriate to the content 
of the program, of patients and their case records and other 
necessary records such as roentgenograms, electrocardiograms, 
surgical pathology tissues and/or reports; laboratories; library; 
conference rooms; classrooms; and audiovisual aids; all adequate 
for and suitable to the specific program. 

The facilities stipulated are those found in hospitals and 
medical schools. Short courses sponsored or cosponsored by 
other organizations could well cooperate with nearby hospitals 
and /or medical schools in order to utilize their facilities 

A hotel ballroom or a lecture hall used alone and isolated 
from a hospital or medical center does not provide those essen- 
tial facilities needed in modern medical education, whether it be 
for students working toward the M.D. degree or for physicians 
in practice enrolled in a course or participating in other pri- 
marily educational programs. 

6. The EDUCATIONAL METHODS should include more 
than a series of lectures or panel discussions in which the phy- 
sicians are primarily passive recipients. Methods requiring ac- 
tive participation include live clinics and bedside rounds, 
seminars, open question periods, laboratery work, and study of 
patients under supervision. 

There is ample evidence in the undergraduate and graduat 
phases of medical education that overemphasis on purely di- 
dactic methods provides an educational program that is inferior 
to one requiring active participation. 

It should be noted that any potentially active method of 
education, such as ward rounds, can become a purely passiv: 
exercise if a group is too large; e. g., bedside groups of 6 to 8 
physicians would be likely to encourage a participation of each, 
while bedside groups of more than 10 might easily consist of 
“standing lectures.” 

Strictly as aids to education rather than as the sole method 
(except in the case of home study courses by television or audio- 
visual kits), the use of suitable colored slides and motion pic- 
tures, models, and color television is encouraged. However, the 
import of television to medical education is still in the explora- 
tory and experimental phase. 

One of the major problems in postgraduate medical education 
is lack of concern for the methods of education used. This is 
particularly true of courses, according to a study of the 1955- 
1956 offerings made by the Council on Medical Education and 
Hospitals. In the Annual Report on Medical Education in the 
United States and Canada,* the section on postgraduate courses 
summarized this data as follows: “The more active participative 
methods of instruction . . . were used in 84.7% of the postgrad- 
uate courses offered by hospitals, 59% of the courses offered by 
medical schools, and in only 22% of the courses offered by 
medical societies.” 

When lectures are utilized, it is valuable also to conduct 
group discussions and question-answer sessions as follow through 
techniques. Similarly, though appropriate audiovisual aids are 
of assistance, they should be simply a part and integrated into 
a planned educational program. Catalogues containing lists of 
suitable motion pictures and their sources are available from the 
Director of Medical Motion Pictures and Television, American 
Medical Association, 535 N. Dearborn St., Chicago 10. 

Surgical galleries and demonstration of surgical techniques to 
large groups of passive spectators leave much to be desired 
and also fall short of fulfilling educational needs. It is con- 
jectural whether even skilled surgeons can add techniques to 
their armamentaria simply by watching other surgeons at a dis- 
tance. It would seem that some modification of the medical 
traineeship or residency applicable for the postgraduate student 
could be developed. Thus surgeons desiring to learn a new 





3. Fifty-sixth Annual Report on Medical Education in the 
United States and Canada by the Council on Medical Educa- 
tion and Hospitals of the American Medical Association, 
J. A. M. A. 16131668-1669 (Aug. 25) 1956. 
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procedure might have opportunities to perform it repeatedly 
under the supervision of its originator or his protege in a manner 
providing a significant educational experience. 

The patients of physicians on the attending staff of community 
hospitals can be utilized in a program of continuing education 
if the other facilities and a teaching staff are provided, perhaps 
in part by cooperative arrangements between the regional 
hospitals and medical schools. Such education, if carefully 
planned and enthusiastically put into effect by the attending 
staff of the regional hospital, would be more truly continuous 
education and thus more valuable than is likely to be the effect 
of sporadic study in formal courses. However, both kinds of 
programs—formal courses and regional hospital—medical school 
cooperative efforts—are necessary to meet the over-all needs of 
the profession. 

7. METHODS OF EVALUATING the effectiveness of post- 
graduate programs should be developed. 

Experiments directed toward ways of better accomplishing 
such evaluation are encouraged. Evaluation should be concerned 
with the long term effectiveness of various programs as well as 
the more immediate improvement in the knowledge of those 
participating. There are possibilities, for instance, through use 
of medical audits to evaluate results of courses and other edu- 
cational programs in terms of better patient care. Such audits 
in themselves may have educational implications. 

8. Each PHYSICIAN’S REWARD for participation in post- 
graduate medical education always should be his improved 
ability to care for his patients and the stimulation of his own 
spirit of intellectual adventure. 

Any certificate granted at the completion of a postgraduate 
program or series of programs should not be nor resemble a 
diploma attesting to special skill nor be reasonably susceptible 
of such interpretation. Postgraduate medical education is not 
intended to provide an educational experience adequate for be- 
ginning the practice of a specialty or subspecialty. That is the 
concern of graduate medical education, i. e., residency and 
fellowship training. Therefore, it would be inappropriate for 
any document attesting to postgraduate study to be subject to 
misinterpretation. 


SUMMARY 


The basic principles of postgraduate medical education are 
the same as are those of undergraduate and graduate medical 
education. In addition to students, an effective program requires 
leadership, careful planning, suitable facilities, and effective 
teachers who use dynamic methods of education that enlist the 
participation of the student. For too long, the methods and 
facilities found lacking 50 years ago for effective undergraduate 
medical education have continued to be employed in many 
postgraduate courses and in some other activities labeled as 
educational for physicians. 

The Council on Medical Education and Hospitals expects that 
publication of this guide will be the first step in a long range 
program that will be of assistance in the improvement and in- 
crease of postgraduate educational activities. After a suitable 
period following publication of this guide, a continuing ap- 
praisal of postgraduate programs may be initiated. 


APPENDIX C 
STRAIGHT INTERNSHIPS VERSUS ROTATING INTERNSHIPS 


The Advisory Committee on Internships in reporting the 
results of its study in 1952 favored the rotating internship over 
the straight internship. This same attitude was expressed by 
the Ad Hoc Committee on Internships in reporting its study 
in 1954. The Council] on Medical Education and Hospitals 
states in the Essentials of an Approved Internship (1955): “It 
is the opinion of the Council that the best basic education is 
provided by a well-organized and conducted rotating intern- 
ship.” The Council, however, has continued to approve straight 
internships in Medicine, Surgery, Pediatrics, and Pathology, 
believing that this type of service may be justified in these 
fields for medical school graduates who have definitely deter- 
mined to follow a specialized or academic career. 

At the June, 1956, Annual Session of the American Medical 
Association, the Reference Committee on Medical Education 
and Hospitals considered two resolutions (Nos. 11 and 38) fa- 
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voring rotating internships, which were introduced into the House 
of Delegates. The following is quoted from the Report of this 
Reference Committee, as adopted by the House of Delegates: 
“Your reference committee believes that there is a growing 
body of opinion within the profession in favor of a rotating in- 
ternship. It also recognizes the difficulties involved and _ the 
dangers to some established educational programs were action 
taken precipitously to disapprove straight internships, which 
are about 10% of the total number now approved. Your com- 
mittee recommends the following substitute resolution for reso- 
lutions 11 and 38: 

Resolved, (1) That the Council on Medical Education and 
Hospitals be requested to increase its efforts to encourage rotat- 
ing internships rather than straight internships in all hospitals 
approved for the latter; and (2) that a report of the results 
of this effort be submitted annually.” 

Since June, 1956, no new applications for straight internships 
have been approved by the Council, pending clarification of 
policy in regard to this type of service. Previously approved 
straight internships have maintained their approved status. 

In order that the Council might ,have adequate data and 
opinions on which to base its report to the House of Delegates, 
a letter was sent to the Administrator of each hospital offering 
approved straight internships, requesting a statement regarding 
its attitude toward straight internships, and whether or not they 
should be discontinued in favor of rotating internships. It was 
suggested that this letter be shown to the Chief of each Service 
for which straight internships were approved and also to the 
Chairman of the Intern Committee in order that their individual 
views might be taken into consideration in expressing an 
opinion for the hospital. 

Ninety-two letters were sent out—to 63 hospitals affiliated 
with medical schools, and to 29 nonaffiliated hospitals. (An 
“affiliated” hospital is one which is listed as a “major teaching 
hospital” in the Internship and Residency Number of Tue 
JournaL of the American Medical Association.) Sixty-three 
replies were received from 46 affiliated hospitals (73%) offer- 
ing 880 straight internships; and from 17 nonaffiliated hospitals 
(59%) offering 71 straight internships. In the following table, 
the opinions expressed are summarized: 


Affiliated Nonaffiliated 
Hospitals Hospitals 
Straight internships only should be allowed....... 7 1 
Rotating internships only should be allowed...... 0 6 
Both straight and rotating internships should 
RE conv hcebiaaweetncsbemdeebeotesenxeee gee 39 10 


46 17 


Affiliated hospitals were unanimous in stating that straight 
internships should not be discontinued; 85% of these replies 
indicated that there is a place for both straight and rotating 
services. The majority (59%) of the opinions expressed by the 
nonaffiliated hospitals favored continuation of both types of 
internship; 35% favored discontinuation of the straight intern- 
ships. It should be noted in comparing opinions expressed that 
the great bulk (94%) of the straight internship positions rep- 
resented by these figures lies with the affiliated hospitals. 

Opinions varied in almost every possible manner. Individual 
opinions expressed by chiefs of services in the same hospital 
were at variance in some instances. Some exact statements were 
received; other expressions were practically unlimited as to 
space and subject matter. Vehement statements were received 
from numerous hospitals and individuals, protesting the dicta- 
torial attitude of the American Medical Association in attempt- 
ing to regiment the type of internship. 

The principal arguments expressed for and against the 
straight internship and the rotating internship may be sum- 
marized as follows: 


STRAIGHT INTERNSHIP 


Arguments for: 

1. A student is ready for specialized training at the intern- 
ship level due to his having had a rotating service in his junior 
and senior years of undergraduate medical education. 

2. The straight internship is less likely to be a “service” 
internship than the rotating internship. 
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3. The straight internship allows individualization to fit the 
needs of a particular student. 

1. The continuity of patient care is better; the supervision 
is better; greater responsibility can be delegated; and the intern 
hecomes an integral part of a team. 

3. Reduces length of time necessary for graduate medical 
education, 

Arguments against: 

|. Straight internships should be limited to university hos- 
pitals where the attending staff is constantly available for 
instructional purposes. 

2. Interns on a straight service may be unhappy because 
they have selected the wrong specialty in which to train. 


ROTATING INTERNSHIP 


Arguments for: 

|. Provides basic training in all branches of medicine, which 
is essential—the specialist first must be a good all-around doctor. 

2. A graduate who is definitely planning to follow a spe- 
cialized or academic career obtains maximum benefit from a 
preliminary rotating internship. 

3. The rotating internship is ideally suited to the needs of a 
physician entering general practice without additional training. 

4. It allows further time for choosing a specialty. 

5. It provides better rounded training and a firm foundation 
for future training and development. 

Arguments against: 

1. A rotating internship is an unnecessary repetition of 
fourth year medical school programs. 

2. Provides superficial experience because of rapid rotation 
there is good breadth but little depth of experience. 

3. Provides only a superficial and often unsatisfactory con- 
tact with the subjects matter of each specialty. 

4. Provides inadequate educational experience either for the 
competent practice of medicine or as a groundwork for further 
specialization. 

5. There is a lack of thorough training in any area covered 
by the rotation service. 

6. Dilutes graduate training by giving superficial training 
in other specialties. 

7. Diversification may lead to a false sense of adequacy for 
practice in specialized fields for which he is not equipped. 

8. The degree of responsibility necessary for the rapid de- 
velopment of clinical abilities cannot be allowed. 

9. The rotating internship is too much trouble and is too 
unpredictable. 

10. With few exceptions, the service aspect predominates 
over the educational aspect in the rotating internship. 

11. In a university hospital, the rotating internship results 
in certain areas of overlap and conflict between the activities 
and prerogatives of senior clerks and rotating interns. 


The following are direct quotations taken from replies re- 
ceived: 


FLEXIBILITY OF INTERNSHIP 


1. The internship as an educational experience should be 
subject to continual change and evaluation for improvement. 

2. There is no fundamental conflict between the rotating 
internship and the straight internship. They serve different pur- 
poses and as such they both deserve to be maintained. 

3. A greater emphasis should be placed on the educational 
value of an internship, and the question of whether it be of one 
particular type or another should be secondary. 

4. The value of an internship depends upon the quality, 
quantity, and breadth of the experience. To approve or dis- 
approve of an internship because of the presence or absence 
of rotation seems illogical. A good straight internship will always 
be better than a mediocre rotating service and vice versa. 

5. Our American system of medical education is respected 
because of the quality of our teachers, students, clinical facil- 
ities, and research opportunities, and not because of any par- 
ticular schedule of teaching. Is there any information which 
would indicate that graduates of straight internships have in 
the past made a smaller contribution to the community than 
vraduates of rotating internships? 
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6. There is no one best way to handle a problem such as 
this, and it is not possible to take out a patent on any type 
of educational training program and exclude all others which 
have a proven worth. 

7. The field of medicine is too vast, too complex, and too 
dynamic to justify the adoption of any one specific pattern of 
internship. 

8. The quality of an internship cannot be measured by its 
form, but only by its content and the quality of supervision 
and instruction. 

9. A rotating internship is superior to a straight internship 
in private or voluntary hospitals. Where the hospital involved 
is a university hospital, or where the clinical service is undet 
the direction of the medical school faculty, a straight intern 
ship may be equally desirable as training and in one respect 
is superior since it provides prolonged contact with teaching 
personne]. 

10. Perhaps the better teaching hospitals should band to 
gether to preserve the straight internship while encouraging 
good nonteaching hospitals to establish a rotating type designed 
for training of the practitioner. 


INTERFERENCE AND REGIMENTATION 


1. The needs of the individual graduate and the resources 
and objectives of the individual hospitals will vary, hence the 
types and forms of the internship should vary. We oppose any 
attempt by any group, governmental or private, to regiment 
the form of the internship. 

2. To attempt to standardize or to restrict this important 
period of medical education is as improper as it is to regiment 
undergraduate education. 

3. We are unalterably opposed to the apparent intention of 
the American Medical Association to force the adoption of 
rotating internships throughout the country. We believe the 
acceptance of such regimentation would seriously impair the 
capacity of our hospitals to provide their present superior level 
of internship training. 

4. Regimentation of the form of the internship can only 
discourage that quality of inventiveness which has been the 
greatest insurance of a high level of medical care for the 
American people. 

5. It is particularly desirable that the universities and the 
teaching hospitals affiliated with them be given wide latituck 
in experimenting with a variety of educational procedures. It 
would be a mistake to interfere in an arbitary manner and to 
force a degree of uniformity which is at odds with the tradi 
tions of this country. 

6. In a free society, the patterns of medical education in 
regard to internships will certainly be resolved by medical 
educators and their freedom of intelligent action should not 
be hampered by any special segment of the profession. 

7. The rise to excellence of American medicine is due in 
part to the high standards of the internship residency program 
If medical educators are to continue to improve this training 
and are to meet new demands and changing conditions, crea- 
tiveness and the opportunity to experiment with various 
methods of education must be preserved and not be regimented 
out of existence. 

8. I view the proposal to prohibit the straight internship 
as a manifestation of the assumption of dictatorial powers by 
a democratic body, as the usurpation of the medical graduates 
right to exert some degree of choice in the type of postgraduate 
training he is to receive. 

9. Our hospital holds that the issue is not the virtues or 
faults of straight internships in comparison with rotating in- 
ternships, but rather one of freedom in the conduct of educa- 
tional programs. A university affiliated hospital, one of whose 
primary functions is medical education, must resist the possible 
imposition of restrictions in the field of medical education by 
the action of any body within the medical profession. Cer- 
tainly our large teaching centers have a responsibility to experi- 
ment in educational techniques. Any effort to regiment them 
or to curtail educational freedom must be vigorously opposed. 

10. While there is room for honest differences of opinion 
about the respective merits of straight versus rotating intern- 
ships, there is certainly no defense for arbitrary and compulsory 
standardization in this sphere. If standards of quality are 
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maintained, it would be wise to permit a margin of freedom 
of choice and autonomy in approved institutions for the training 
of interns. The regimentation, as the offering of only one type 
internship to medical school graduates, would act as a deterrent 
to the future progress and development of American medicine. 


MISCELLANEOUS QUOTATIONS 


1. A straight medical internship is the best background for 
a man entering general practice. 

2. A two-year internship with relatively long periods on each 
major service might well offer better preparation for general 
practice than is now readily available, as well as being an 
appropriate prelude to residency training. 

3. If obstetrics and gynecology cannot have its own straight 
internship and so appeal directly to fourth year medical students, 
then it would be better for us if everyone else had a rotating 
internship. 

4. The general practitioner of the future will be dealing 
largely with nonsurgical conditions and should be _ properly 
prepared in the disciplines of general medicine and perhaps 
should have experience in pediatrics and obstetrics. 

5. We believe that it would truly constitute a great step 
forward if the sponsoring agencies of the Matching Plan were 
to agree on a single reasonable stipend which would be the 
same for all hospitals. 

6. It seems likely that the Council and the House of Dele- 
gates might render an important service by emphasizing to 
the Department of Defense the importance to the military and 
civilian programs of changing their procedures so that a two- 
year internship is practical. 

7. We would be approaching the future in a sounder fashion 
if the intern year were completely abolished. 


COMMENT 


The preceding documentation of historical and statistical data 
together with a summarization of opinions obtained from re- 
sponsible hospital administrators and medical educators has 
been presented as a report of progress for study by the House 
of Delegates. Following further study of the internship, the 
Council will submit a definitive report and recommendations 
at a later date. 


RESOLUTIONS TO BE INTRODUCED AT 
NEW YORK MEETING 


The Secretary of the Association has been informed 
that the following resolutions will be introduced in 
the House of Delegates at its session to be held in 
New York, June 3-7, 1957, by delegates from Nebraska, 
North Carolina, and Colorado respectively: 


No. 1. Resolution on Establishment of Periodic Publication 


Wuereas, The American Medical Association engages in 
numerous activities and provides numerous services in the 
health field; and 

Wuereas, These activities and services are not known to 
many people in the health field, including both members of the 
American Medical Association, as well as nonmedical people; 
and 

Wuereas, This lack of information is due primarily to lack 
of a mechanism of communication between the American Medi- 
cal Association and those people in the field; therefore be it 

Resolved, That the American Medical Association establish 
a suitable regular periodic publication, preferably a “Reader’s 
Digest” type of format; and be it further 

Resolved, That this periodic publication be made available 
to all people in the health field for the primary purpose of in- 
forming them of the activities and services of the American 
Medical Association. 


No. 2. Resolution on Proposed Changes in the Constitution 
and Bylaws 


Resolved, That Article VIII of the Constitution shall be 
amended and on adoption by proper procedure shall read as 
follows: 
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ARTICLE VIII.—Boarp or TRUSTEES 


Section 1. Composition.—The Board of Trustees shall consist 
of the general officers of the Association as defined in Article 
VII, Section 1. 

Section 2. Term of Office.—The term of each general officer 
as a Trustee shall be for the same term of office he holds as an 
elected general officer as provided in the Constitution and 
Bylaws. 

Section 3. Duties.—The Board of Trustees shall have charge 
of the property and financial affairs of the Association and shall 
perform such duties as are prescribed by law governing direc- 
tors of corporations or as may be prescribed in the Bylaws, 


Resolved, That Chapter XVI, Section 1, of the Bylaws shall 
be amended and on adoption by proper procedure shall read as 
follows: 

CHAPTER XVI.—Boarb or TRUSTEES 


Section 1. Composition.—The Board of Trustees shall consist 
of the general officers of the Association elected as provided for 
in Article VII of the Constitution. The term of the general 
officers as Trustees shall be for the same term each holds as a 
general officer. 


No. 3. Resolution on Free Choice of Physician 


Wuereas, The time-honored right of the American citizen 
freely to choose his physician from among all those available 
and legally qualified has contributed immeasurably to the ad- 
vancement of American standards of medical care to their 
present world preeminence; and 

Wuereas, Deterioration in the quality of medical care 
rendered has developed in systems of medical care which deny 
patients this traditional American right; and 

Wuereas, The definition of the free choice of physician in the 
Principles of Medical Ethics of the American Medical Associa- 
tion recognizes the validity of interest of a third party inter- 
jected between the patient and his choice of physician only 
when that third party assumes legal and financial responsibility 
for occupational disease or injury; and 

Wuereas, This House of Delegates reiterated its adherence 
to this free choice principle as a fundamental right of American 
citizens which contributes to the betterment of medical care by 
unanimously adopting Resolution No. 24 at the June, 1956, 
Chicago Session, thereby directing the Councils on Medical 
Service and Industrial Health to revise their published “Guiding 
Principles for Evaluating Management and Union Health Cen- 
ters” to conform to the free choice principle; now therefore be it 

Resolved, That this House of Delegates again reiterates the 
adherence of the American Medical Association to the principle 
of the free choice of physician as currently defined in the 
Principles of Medical Ethics as being essential to the welfare 
of the patient; and be it further 

Resolved, That the Judicial Council is requested to caution 
all members of the American Medical Association that voluntary 
participation in systems of medical care which deny patients 
their right of free choice of physician as so defined, other than 
as may be required by the mandates of law, constitutes a viola- 
tion of the Principles of Medical Ethics. 


CONTINUOUS HEALTH SUPERVISION 
OF CHILDREN 


The National Congress of Parents and Teachers has 
promoted, since 1925, the medical examination of 
children on school entrance in what has been called 
the “Summer Round-up.” This program has had the 
support of the American Medical Association and many 
state medical societies. However, for several years 
physicians have felt such a program was inadequate 
and undesirable in many ways. Therefore, in January, 
1956, the National Congress asked representatives of 
20 organizations interested in child health to advise 
them on how to extend this single examination into a 
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more effective program of child health supervision. 
This health advisory committee made a proposal which 
was accepted by the board of managers of the National 
Congress of Parents and Teachers in May, 1956. Essen- 
tially, this is: 


I. That the National Congress of Parents and Teachers adopt 
a policy supporting and encouraging a program of continuous 
health supervision of children from birth through their school 
experience, rather than only a program of single appraisal on 
school entrance. 

II. That the National Congress of Parents and Teachers 
recommend to its local units a promotional and educational 
program that will tend to bring children and their parents into 
effective contact with the health resources of the community. 
Wherever possible, these should be the physician and dentist 
who normally serve the child or family, whether they be working 
in private practice or in a community health service. 


The American Medical Association was represented 
on the health advisory committee of the National Con- 
gress of Parents and Teachers by the Chairman of the 
Committee on Maternal and Child Care of the Council 
on Medical Service and the Director of the Bureau of 
Health Education. It is reasonable, therefore, that 
these units of the American Medical Association should 
cooperate with the National Congress in promoting 
the concepts envisioned by this revised program. 

One facet of this cooperation is the action taken by 
the Council on Medical Service. On April 13, 1957, the 
Council approved the following resolution made by its 
Committee on Maternal and Child Care: 


The Maternal and Child Care Committee of the Council on 
Medical Service, American Medical Association, reaffirms. its 
approval of the principle of continuous health supervision of 
children from birth through their school experience rather than 
only a program of a single appraisal on school entrance. It also 
recommends that where possible, this should be done by the 
physician and dentist who normally serve that child and family, 
preferably his personal physician and dentist. The Committee 
welcomes the support of the National Congress of Parents and 
Teachers. 


It is the hope of the Council on Medical Service that 
physicians will give every possible assistance to the 
local parent-teacher associations to insure the medical 
soundness of their proposed program. 

The Bureau of Health Education of the American 
Medical Association submitted this proposed program 
to the Joint Committee on Health Problems in Educa- 
tion, a long-established joint committee of the Na- 
tional Education Association and the American Medi- 
cal Association. The Joint Committee has made the 
following statement: 


The Board of Managers of the National Congress of Parents 
and Teachers adopted a resolution on May 24, 1956 urging local 
Parent-Teachers Associations to inaugurate a promotional and 
educational program that will tend to bring children and their 
parents into effective contact with the health resources of the 
community (medical, dental and public health). The Board of 
the Congress adopted a policy supporting and encouraging a 
program of continuous health supervision of children from birth 
through their school experience by physicians and dentists 
normally serving the family rather than only a program of single 
appraisal on school entrance. 

The Joint Committee on Health Problems in Education at its 
annual meeting on March 11, 1957, reiterates its long standing 
belief in the concepts and philosophy expressed in this proposal 
and commends the extension of such programs of continuous 
supervision to parents, to school, to health and other community 


groups. 
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Under the leadership of Dr. Henry F. Helmholz 
health chairman of the National Congress of Parents 
and Teachers, state and local chairmen of parent 
teacher association groups are being urged to make 
contact with their local medical societies, local or state 
chapters of the American Academy of Pediatrics and 
American Academy of General Practice, and other 
groups concerned with child health at the state and 
local level. It is hoped that there will be complete co 
operation among the professions and organizations 
interested in the health of children from birth through 
the school years, so that a true child-centered program 
can be developed. This hope is reiterated by Dr 
Helmholz in a Guest Editorial in this issue of Tr 
JouRNAL (page 52). 

The Parent-Teacher Association has no interest in 
dictating medical care policies but will concentrate its 
attention on parent education and community organi 
zation concerning periodic health appraisal and con 
tinuous health supervision. 

As stated in the various resolutions, it is preferable 
that health supervision be the responsibility, wherever 
possible, of the physician and dentist who normally 
serve that particular child. Here is an unusual oppor- 
tunity for physicians to work with community organi- 
zations that have a mutual interest in the health of 
children and the extension of the single-examination 
Summer Round-up into a continuing child health 
supervision activity. 
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POSTGRADUATE COURSES 


A 5-day 40-hour postgraduate course on medical oto- 
laryngology will be offered May 27-31, 1957, to full- 
time specialists. This course on headaches, immunolo- 
gy, and allergy as related to otolaryngology will consist 
of laboratory work, lectures, panel discussion, open 
question periods, and audiovisual aids. It will be held 
in a hotel. The fee is $150. For further information, 
write to the Hansel Foundation, 634 N. Grand Ave., 
St. Louis 3. 


Postgraduate Course on Poliomyelitis 


It has been reported to the Council that the dates 
of the postgraduate course in poliomyelitis treatment 
offered by the Children’s Medical Center, Boston, 
have been changed. The 40-hour 5-day course will be 
offered twice this summer: June 10-14 and Aug. 5-9, 
inclusive. Methods of education include patient dem- 
onstrations, live clinics, ward rounds, seminars, lec- 
tures, panel discussions, open question periods, and 
visual aids. Enrollment is open to physicians in general 
practice and in part-time specialty practice at a fee of 
$50. For further information, write to Assistant Direc- 
tor of Clinics, Children’s Hospital, 300 Longwood 
Ave., Boston 15. 
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MEDICAL NEWS 


CALIFORNIA 

Infectious Encephalitis—The U. S$. Public Health 
Service states in its morbidity and mortality weekly 
report for March 22 that the California State Depart- 
ment of Public Health has supplied a summary of 
acute encephalitis cases reported in 1956. From a 
total of 560 cases, 14 were laboratory confirmed cases 
of western equine and 7 were St. Louis types of infec- 
tion. About 45% of the total were reported as mumps 
encephalitis. Of 1,047 pools of mosquitoes tested, 143 
yielded WEE virus and 2 the St. Louis virus. Labora- 
tory confirmation of cases in horses was obtained in 
only six animals. During 1956, 124 squirrel brains 
were submitted for rabies examination but none was 
positive for this infection. WEE virus was isolated 
from four of these animals. 


Appoint Acting Dean.—Dr. Robert H. Alway, execu- 
tive head, department of pediatrics, Stanford Univer- 
sity School of Medicine, Stanford University—San 
Francisco, was named acting dean of that institution 
March 8. He replaces Windsor C. Cutting, who re- 
signed as dean in January but continued in the post 
until a successor could be found. A graduate of the 
University of Minnesota Medical School, Minneapolis, 
Dr. Alway joined the Stanford medical faculty in 
1949 after teaching six vears at the University of 
Utah School of Medicine, Salt Lake City. He became 
head of pediatrics at the University of Colorado 
School of Medicine, Denver, in 1953, but returned in 
1955 to assume a similar post at Stanford. Former 
dean Cutting will continue as professor of pharma- 
cology, resuming the teaching and research which 
was curtailed by his appointment as head of the 
school in 1953. 


GEORGIA 

Seminar on Kidney Diseases.—The Atlanta Pathology 
Seminar Group announces that Dr. Arthur C. Allen, 
associate pathologist, Memorial Center for Cancer 
and Allied Diseases, New York City, will moderate a 
seminar on kidney diseases May 10 in the auditorium 
of the Fulton County Medical Society, Atlanta. The 
seminar will be followed by a lecture, “Clinicopatho- 
logic Meaning of the Nephrotic Syndrome.” 


Personal.—Dr. Harry D. Bruner, chairman, department 
of physiology, Emory University School of Medicine, 
Atlanta, Ga., since 1952, has been named chief of the 
medical branch, Division of Biology and Medicine, 
Atomic Energy Commission, Washington, D. C. For 





Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


three years prior to joining the Emory staff, Dr. Bruner 
had served as a chief scientist with the Oak Ridge 
Institute of Nuclear Studies medical division.——Dr. 
E. James McCranie, Augusta, has been named a pro- 
fessor in the department of psychiatry, of the Medical 
College of Georgia.——Dr. George Williams Smith, 
Augusta, has been appointed associate professor of 
surgery and chief of neurosurgery at the Medical 
College of Georgia. 


ILLINOIS 
Chicago 


Lecture on History of Surgery.—Chauncey Leake, 
Ph.D., Ohio State University School of Medicine, Co- 
lumbus, will present the 10th and final lecture in the 
present series on the history of surgery on May 14, 
8 p. m., at the International Surgeons Hall of Fame, 
1524 Lake Shore Drive. Dr. Leake’s subject will be 
“The Rise of Modern Surgery.” The lecture, sponsored 
by the International College of Surgeons, is open to 
the medical profession and the public. 


Personal.—The James Alexander Miller Fellowship for 
the year beginning July 1 has been announced by the 
New York Tuberculosis and Health Association. The 
grant of $7,000, made annually to support fundamental 
medical research in tuberculosis, will go to Dr. John 
E. Kasik, a senior assistant resident physician in the 
department of medicine at the University of Chicago 
Clinics. The antituberculosis drug, cycloserine, will 
be the subject of Dr. Kasik’s research. 


Howard Sloan Grant.—The annual Dr. Howard Sloan 
Physiology Grant of $500, in commemoration of the 
birthday of Dr. Sloan, has been made to the Chicago 
Medical School. An alumnus of the school, Dr. Sloan 
was also a fellow in the department of physiology at 
the time of his death in 1952. He had achieved recogni- 
tion for his research on the artificial kidney. The 
grants have been used for the purchase of special 
equipment for cancer research in the physiology lab- 
oratories and to support important studies. 


First May Cave Willett Fellow.—Dr. Kurt Aterman, 
senior lecturer, department of anatomy, Medical 
School, Birmingham, England, has been appointed the 
first May Cave Willett research postdoctoral fellow 
at Chicago Lying-in Hospital of the University of 
Chicago. The appointment, supported through a grant 
of $100,000 by Mr. Howard Willett Sr., president, 
Willett Motor Coach Co., Chicago, in honor of his 
wife, is one of the first made to initiate Chicago 
Lying-in Hospital’s new type research program in the 
physiology of reproduction. 


Northwest Suburban Tuberculosis Clinic.—A new 
tuberculosis outpatient and treatment clinic operated 
by the Suburban Cook County Tuberculosis Sanitar- 
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ium District has opened in the new Northwest Subur- 
ban Clinic Building, 1430 North State Road, Arlington 
Heights. The clinic will serve residents of the north- 
west area of Cook County and will meet every 
Tuesday from 10 a. m. to 12 noon. It will continue in 
the Arlington Heights building until such time as a 
hospital is built in the northwest area when the 
District will provide outpatient care and_ x-rays 
through the hospital facility. 


LOUISIANA 


Personal.—The gold medal of the Buffalo (New York) 
Surgical Society was awarded in February to Dr. 
Alton Ochsner, New Orleans, who at the same time 
made the 10th Roswell Park Lecture. His subject was 
“Bronchogenic Cancer—Factors Which Influence Long- 
Term Survival.” 


Laboratory for Metabolic Research._The Urban Maes 
Laboratory for endocrine and metabolic research was 
recently established in New Orleans under the 
auspices of the Urban Maes Research Foundation and 
the joint sponsorship of the Louisiana State Univer- 
sity and Tulane University schools of medicine and 
Touro Infirmary, New Orleans. Temporary facilities 
will be established at the Louisiana State University 
School of Medicine, New Orleans, until a permanent 
laboratory is constructed at Touro Infirmary. Dr. 
Floyd R. Skelton is director of the laboratory. 


MARYLAND 


Dr. Clark to Receive Passano Award.—The board of 
directors of the Passano Foundation recently an- 
nounced that William Mansfield Clark, Ph.D., profes- 
sor emeritus, department of biological chemistry, 
Johns Hopkins University School of Medicine, Balti- 
more, has been selected as the recipient of the $5,000 
Passano Foundation Award for 1957. On June 5 a 
reception and dinner will be held at the Waldorf- 
Astoria Hotel to honor Dr. Clark. Dr. David B. Allman, 
incoming president of the American Medical Associa- 
tion, will be one of the speakers. The award is made 
to Dr. Clark in recognition of his distinguished career 
as investigator and teacher, and for his demonstration 
over the years of the importance of physical methods 
notably in the control of pH and of oxidation-reduc- 
tion to the study of life processes. 


MICHIGAN 


Personal.—The first annual Chamberlain Lecture on 
cardiovascular roentgenology at the Temple University 
Medical Center, Philadelphia, was given recently by 
Dr. Melvin M. Figley, assistant professor of radiology, 
University of Michigan Medical School, Ann Arbor. 


Health Records.—According to the 1956 vital statistics 
released by the Michigan Department of Health, six 
new health records were set by the state last year. 
All-time highs were set in birth rate (27.4), total 
births (205,650). All-time lows were set in total death 
rate (8.5) and in death rate among infants under one 
vear of age (24.6). 
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NEBRASKA 


State Association Meets in Omaha.—The 89th annual 

session of the Nebraska State Medical Association will 

be held May 13-16 at the Hotel Paxton, Omaha. Dr 

Dwight H. Murray, president of the American Medi- 

cal Association, will speak on “Idealism Is Not Old- 

Fashioned,” at the annual banquet May 15. Dr. Gon 

zalo Obregon, assistant professor in otolaryngology, 

State University of Iowa College of Medicine, Iowa 

City, will speak on “Office Laryngoscopy,” and will 

present a movie on the technique of indirect laryn 

goscopy. Topics by great speakers include: 

Cardiac Resuscitation, Robert M. Hosler, Cleveland 

The Environment of the Premature Infant, William A Silverman 
New York City. 

Hemorrhage in the Third and Fourth State of Labor, Frederick 
J. Hofmeister, Milwaukee, Wis. 

Modern Management of Congestive Heart Failure, O. Earle 
Gray, Chicago, Ill. 

Social Security Coverage for Physicians and the Keogh-Jenkins 
Bills, Ernest B. Howard, assistant secretary, the American 
Medical Association, Chicago. 


Entertainment activities include a golf tournament, 
trap shoot, sportsman’s dinner, bowling, and special 
ladies’ program. Information may be obtained from the 
Nebraska State Medical Association, 1315 Sharp Build- 
ing, Lincoln 8. 


NEW YORK 

Personal.—Dr. Hilary Koprowski, formerly assistant 
director of viral and rickettsial research, Lederle Lab- 
oratories, American Cyanamid Company, Pearl River, 
N. Y., has been appointed director of the Wistar In- 
stitute, Philadelphia. 


Appoint Director of Medical Education.—Dr. Bernard 
Levinson, of Salt Lake City, has been appointed direc- 
tor of medical education, effective July 1, at the State 
University of New York College of Medicine, Syra- 
cuse. Dr. Levinson will also become instructor in med- 
icine at the college succeeding Dr. Edward J]. Heitz- 
man, who will enter private practice and will remain 
on the faculty as clinical instructor. 


Research Training Grant.—A $6,900 grant by the U. S. 
Public Health Service was made to Albany Medical 
College to establish a research training program in its 
physiology department. Administered by Dr. Mat- 
thew N. Levy, associate professor of physiology, it 
supplements an $11,774 grant he received from the 
same agency last year for a study of peripheral resist- 
ance to blood flow. 


Muscular Dystrophy Grant.—Dr. Willet R. Bowen, de- 
partment of pediatrics, Wilfred W. Westerfeld, Ph.D., 
chairman, department of biochemistry, and Dr. 
Charles W. Linart, orthopedic surgeon, State Univer- 
sity of New York College of Medicine, Syracuse, are 
the recipients of a $9,000 grant from the Muscular 
Dystrophy Associations of America for research in 
progressive muscular dystrophy. 


Research on the Psychiatric Interview.—A research 
grant of $31,700 has been awarded to Hillside Hospi- 
tal, Glen Oaks, Queens, N. Y., by the Foundation’s 
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Fund for research in psychiatry. The grant was given 
to Dr. Joseph Jafte, of the hospital’s department of 
experimental psychiatry, for research in the nature of 
the psychiatric interview. The research was begun in 
1955. The grant will pay for work conducted in 1957 
and 1958. 


Psychiatric Research Project at Sing Sing.—Dr. Sam- 
uel L. Dunaif, instructor in psychiatry, Columbia 
University College of Physicians and Surgeons, New 
York City, has been appointed to carry out a joint 
psychiatric research project at Sing Sing prison for the 
state departments of mental hygiene and correction. 
Serving on a part-time basis, he will set up a pilot 
study to delineate, wherever possible, the areas of 
research concerning the various types of offenses. Some 
areas he will explore include (1) the problem of 
recidivism; (2) whether the newer drug therapies will 
be of any value in control of recidivism; and (3) 
whether the symptom-producing drugs have a differ- 
ent reaction in various types of offenders. He also will 
follow cases in which shock therapy has already been 
given. Dr. Dunaif served as a resident research psy- 
chiatrist for two years and as a consultant research 
psychiatrist for one year on a previous study of con- 
victed sex offenders at Sing Sing. 


New York City 

Dr. Hass Awarded Prize.—Dr. Julius Hass has been 
awarded the “Umberto I” prize, under the auspices of 
the Orthopedic Instituto Rizzoli, Bologna, Italy, for 
his monograph on “Congenital Dislocation of the Hip.” 
The prize is an international award consisting of a 
gold medal and a diploma and is given every five 
years for the best work in the field of orthopedic 
surgery. 


Bernard Sutro Oppenheimer Lecture.—Dr. Dickinson 
W. Richards, Lambert Professor of Medicine, Colum- 
bia University College of Physicians and Surgeons, 
and director of the First Medical (Columbia) Divi- 
sion, Bellevue General Hospital, will deliver the first 
Dr. Bernard Sutro Oppenheimer Lecture May 21 at 
8:30 p. m. in Hosack Hall at the New York Academy 
of Medicine, 2 E. 103 St. The title of Dr. Richards 
lecture will be “Some Problems in the Physiology of 
Dypsnea.” 


Personal.—_Dr. Thomas M. Rivers, New York City, 
formerly vice-president of the Rockefeller Institute for 
Medical Research, has been appointed medical direc- 
tor of the National Foundation for Infantile Paralysis. 
He succeeds Dr. Hart E. Van Riper, New York City, 
who resigned to become medical director of Geigy 
Pharmaceuticals.——Dr. Joseph M. Pisani has resigned 
as assistant dean of the New York University College 
of Medicine in Brooklyn to become full-time medical 
director of Bankers Trust Company, New York City, 
effective April 1. 


Hospital Centennial.—The 100th anniversary commit- 
tee of Lenox Hill Hospital will plan and direct a 
four-day celebration May 10-13 to mark the hospital’s 
century of service. The celebration will highlight the 
advances made in medical science since the hospital 
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was founded. Open to the public will be a program 
of panel discussions by leading medical scientists of 
Lenox Hill’s professional staff on current trends in 
medical progress and accomplishments. Scientific ex- 
hibits and guided tours of the hospital will dramatize 
the extent of Lenox Hill's service to New York for 
the past 100 years. 


Appoint Dean at Cornell._The Cornell University 
board of trustees recently announced the appointment 
of Dr. John E. Deitrick as dean of the Cornell Univer- 
sity Medical College in New York City. Dr. Deitrick 
has been Magee professor of medicine at Jefferson 
Medical College, Philadelphia, since 1952. He suc- 
ceeds Dr. E. Hugh Luckey, who will be head of the 
college’s department of medicine. Dr. Deitrick serves 
on the National Board of Medical Examiners and the 
internship review committee of the American Medical 
Association. He is a director of the Philadelphia 
County Medical Society and a member of the Penn- 
sylvania State Medical Society’s Commission on Grad- 
uate Education, a fellow of the American College of 
Physicians, the New York Academy of Medicine, and 
the College of Physicians of Philadelphia. 


New Hospital in Queens.—The 970-bed Elmhurst Gen- 
eral Hospital, erected at a cost of 25.2 million dollars 
on an 8.5 acre triangular plot bounded by Broadway, 
78th Street, 41st and Baxter avenues, began receiving 
patients March 18. The hospital consists of two eleven- 
story buildings and a five-story building, all inter- 
connected. A photofluorography room for preadmis- 
sion chest examination, chapels for the three major 
religious faiths available for the use of patients, a 
library, an auditorium, and extensive rehabilitation 
facilities are among the features. A premature center 
has 18 bassinets. The operating room suite has a tissue 
laboratory and its own x-ray facilities. A control room 
for televised closed-circuit medical education pro- 
grams and a psychiatric service of 154 beds are pro- 
vided. 


NORTH CAROLINA 


Personal.—Dr. Warner Lee Wells, assistant professor of 
surgery, University of North Carolina School of Medi- 
cine, was recently named the winner of the 1957 
O. Max Gardner Award. The award is given each 
year “to that member of the faculty of the Consoli- 
dated University of North Carolina, who, during the 
current scholastic year, has made the greatest contri- 
bution to the welfare of the human race.” 


Psychiatric Nursing.—A $31,874 grant for research in 
psychiatric nursing has been made to Duke Univer- 
sity, Durham, by the National Institute of Mental 
Health. The two-year grant will permit continuation 
and expansion of a project headed by Dr. Robert H. 
Dovenmuehle, chief of inpatient service in the psy- 
chiatric department. The project is centered around 
defining the nursing activities which will contribute 
to effective psychiatric care. Also, the Duke research- 
ers will study the characteristics of the nurse who can 
best do this type of work. 
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OHIO 

Personal.—Margaret Mead, Ph.D., New York City, 
anthropologist, has been added to the faculty at the 
University of Cincinnati College of Medicine as part- 
time visiting professor of anthropology. Dr. Mead 
will work with Dr. Maurice Levine, professor of 
psychiatry and director of the university department. 


Tuberculosis Detention Facility.—A 19-bed facility 
for the detention of tuberculosis patients who are 
declared a “public health menace” in probate courts 
will open in the spring or early summer at Ohio 
Tuberculosis Hospital, Ohio State University, Colum- 
bus. The faculty will provide security and treatment 
for some of the flagrant offenders against public health. 


Paul-Lewis Award.—G. Robert Greenberg, Ph.D., as- 
sociate professor of biochemistry, Western Reserve 
University School of Medicine, Cleveland, received the 
$1,000 Paul-Lewis Laboratories Award in Enzyme 
Chemistry at Miami, Fla., April 8, during the 131st 
national meeting of the American Chemical Society. 
His award address was on “Biosynthesis of Purines.” 
The award was established in 1946 by the Paul-Lewis 
Laboratories, Inc., Milwaukee, Wis., to stimulate re- 
search in the field of enzymes. 


OKLAHOMA 


Establish Lhevine Memorial.—Friends of the late Dr. 
Morris B. Lhevine, Tulsa radiologist who died last 
year, have created an annual scholarship in his memory 
to Technion, the Israel Institute of Technology, it 
was announced in Haifa recently. Dr. Lhevine in 1951 
visited Israel and consulted with national leaders on 
the development of technical education. 


Expand Program at Children’s Center.—Children’s 
Medical Center, of Tulsa, was named last month as 
headquarters for a regional training program for 
personnel to work with mentally retarded children. 
Financed by a grant of $55,000 from congressional 
appropriations, the program will utilize 11 instructors 
to train personnel in advanced techniques for handling 
and developing the mentally retarded child. It will be 
set up on a three-year basis and will utilize the physi- 
cal facilities of the center, the Tulsa Child Guidance 
Clinic, and Sunnyside School. Dr. Paul C. Benton, 
medical director and administrator of the center, will 
serve as director and psychiatric consultant for the 
new program. 


PENNSYLVANIA 


Training Program in Cancer.—The University of Pitts- 
burgh Graduate School of Public Health announces 
a new program of advanced study and field training 
for students interested in cancer and other chronic 
diseases. This is the first training program of its kind 
to be supported by the National Cancer Institute and 
will require an annual budget of about $100,000 for 
five years. The grant from the institute will be 
matched in equal amounts by funds from the school. 
Inquiries concerning admission to the program and 
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fellowships should be addressed to the Dean, Gradu- 
ate School of Public Health, University of Pittsburgh, 
Pittsburgh 13. 


Philadelphia 

Temple Alumni Reunion.—The Class of 1937, Temple 
University School of Medicine, Philadelphia, will have 
its 20th year reunion at the Warwick Hotel June 8 
Dean William N. Parkinson and 12 former professors 
will participate in the activities and program. For in- 
formation write Dr. Harry Shubin, Chairman, 6601 N. 
21st St., Philadelphia 38. 


Exhibit Civil Defense Hospital.—The Federal Civil 
Defense Administration’s 200-bed emergency hospital 
unit was exhibited in Philadelphia April 1 by the 
Philadelphia Civil Defense Council. Dr. Isidor S. Rav- 
din officially opened the hospital unit. A highly mo- 
bile, self-sufficient disaster unit, the hospital has 288 
different types of equipment, including a 1500-gallon 
nylon rubber collapsible tank to provide its own water 
supply, five folding operating tables, and a portable 
x-ray unit, complete with its own generator and trans- 
former, capable of turning out 60-second x-rays. This 
200-bed unit is intended to provide early treatment 
of seriously sick and injured casualties as close as pos 
sible to the stricken area in times of disaster or attack 
The hospital is also expected to be an invaluable 
peacetime training aid for all civil defense medical. 
nursing, and applied services. 


SOUTH CAROLINA 
Eye Bank Group Organized.—The South Carolina Eye 


Bank, Inc., a clearing house for eye donations, held 
an organizational meeting recently in Columbia. Or- 
ganization of the bank was made possible by an act of 
the South Carolina General Assembly last year. Clear- 
ing house for the organization will be in Columbia. 
The bank and laboratory will be maintained at the 
Medical College of South Carolina. Dr. Clay W. 
Evatt of Charleston was named medical advisor to the 
organization. The organization is to establish and 
operate an eye bank and corneal eye clinic to be or- 
ganized and operated exclusively for obtaining eyes 
and corneal transplants. 


WEST VIRGINIA 


Appoint Chief of Gerontological Service.—Dr. Thomas 
H. McGavack, professor of clinical medicine, resigned 
from New York Medical College, Flower and Fifth 
Avenue Hospitals, New York City, in order to accept 
appointment as chief, gerontological service, Veteran's 
Administration Center, Martinsburg. He has been 
given professorial rank at George Washington Uni- 
versity School of Medicine, Washington, D. C., where 
he will conduct conferences on endocrine, metabolic, 
and gerontological subjects. 


Personal.—Dr. Hiram W. Davis, Huntington, who has 
been superintendent of Huntington State Hospital for 
six years, has resigned to become state commissioner of 
mental hygiene and hospitals in the state of Virginia, 
succeeding Dr. Joseph E. Barrett, who resigned to re- 
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turn to the post of superintendent of Eastern State Hos- 
pital at Williamsburg. Dr. Davis is chairman of the 
section on neurology, neurosurgery, and psychiatry, 
West Virginia State Medical Association, and is a mem- 
ber of the committee on mental hygiene. 


WISCONSIN 

Conference on Work and the Heart.—A medical con- 
ference on “Work and the Heart” will be conducted 
at Marquette University, Milwaukee, May 15-18. The 
participants will include some 60 of medical authori- 
ties and specialists from four foreign countries. Spon- 
sored by the Marquette University School of Medicine 
and the Wisconsin Heart Association, the conference 
will be divided into five concurrent panels on basic 
physiology, clinical physiology, pathology, work classi- 
fication, and workmen’s compensation. Foreign partici- 
pants include Drs. H. H. Weber, of Heidelberg, 
Germany; Matti J. Karonen, of Helsinki, Finland; A 


Morgan Jones, of Cheshire, England, and Gunnar ' 


Birock, of Malmo, Sweden. 


University News.—Dr. Herwig Hamperl, director of 
the Institute of Pathology, University of Bonn, Ger- 
many, has been designated Carl Schurz Professor of 
Pathology, University of Wisconsin Medical School, 
Madison, for the second semester of the academic 
year, 1957.-—The University of Wisconsin Medical 
School will dedicate the Bardeen Medical Labora- 
tories May 17. This unit, named for Dr. Charles Bar- 
deen, first dean of the Wisconsin Medical School will 
afford space for the department of anatomy and physi- 
ological chemistry. The entire top floor will contain 
animal quarters. The dedication will coincide with 
Alumni Day and speakers will include Drs. Eugene 
L. Opie, emeritus professor of pathology, Cornell 
University Medical College, New York City; George 
Corner, professor emeritus of embryology, Johns Hop- 
kins University School of Medicine, Baltimore; and 
Willard C. Rappleye, dean, Columbia University 
College of Physicians and Surgeons, New York City. 


GENERAL 


Health Meeting in Long Beach.—The 24th annual 
meeting of the Western Branch, American Public 
Health Association, will be held in Long Beach, Calif., 
May 29-June 1 at the Lafayette Hotel. Special ses- 
sions on epidemiology, public health education, sani- 
tation, laboratory, nutrition, and industrial hygiene 
will be held. For information write Dr. Irving D. Lit- 
wack, Department of Public Health, City of Long 
Beach, Calif. 


Education and Public Health Grant.—For the support 
of its field services in medical education and public 
health in 1957, The Rockefeller Foundation has ap- 
propriated $371,625, an increase of more than $50,000 
over the amount appropriated for 1956. For the pro- 
motion of medical education and public health 
throughout the world, the foundation maintains 
regional offices in Brazil, Chile, and India, and the 
opening of a new Middle Eastern office is planned for 
1957 if political conditions permit. 
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Meeting of Medical Technologists.—The silver anni- 
versary convention of the American Society of Medical 
Technologists will be held at the Palmer House in 
Chicago, June 23-29, at which study groups and work- 
shops will be presented. The study groups will consist 
mainly of lectures and demonstrations emphasizing 
individual participation in chemical protein industry, 
cytology and histology, and tissue culture. The work- 
shops will be held at various hospitals and schools in 
the Chicago area on hematology, mycology, and pho- 
tography (gross photography and photomicrography). 
The executive office of the American Society of Med- 
ical Technologists is at 25 Hermann Professional Build- 
ing, Houston 25, Texas. 


Muscular Dystrophy Clinic.—A muscular dystrophy 
clinic has been opened at the University of Texas 
School of Medicine, Galveston, as part of a $250,000 
research project being sponsored jointly by the school 
and National Muscular Dystrophy Research Founda- 
tion, Inc., Liberty, Texas. The Medical Branch will take 
two muscular dystrophy patients a week, so that in- 
tensive studies may be carried out. Later more patients 
will be admitted. Besides the clinical work, the project 
includes experiments with a new strain of white mice 
which has a disease similar, and perhaps identical, to 
muscular dystrophy. Eleven systematic studies are 
being proposed for other methods of investigation and 
research. 


Blood Transfusion Survey.—Dr. Frank E. Wilson, 
executive vice-president of Joint Blood Council, 
Washington, D. C., has announced the launching of 
a nation-wide survey of blood transfusion services. 
The two-year study, made possible by a U. S. Public 
Health Service grant of $50,000 will collect, analyze, 
and disseminate information. Objectives include prep- 
aration of guidelines and standards for accreditation 
of blood banks, development of a glossary of terms 
and solution of numerous nomenclature problems, 
inventory of research in blood and blood derivatives, 
and the assembling and analysis of needed data apper- 
taining to these objectives. 


Woods Schools Spring Conference.—Vocational train- 
ing and rehabilitation of the mentally and physically 
handicapped will be the concern of national leaders in 
the field at the Spring Conference of the Woods 
Schools, Langhorne, Pa., to be held May 10-11 in the 
School of Law, Northwestern University, Chicago. 
Keynote speaker will be Samuel A. Kirk, Ph.D., direc- 
tor of the Institute for Research on Exceptional Chil- 
dren, University of Illinois, Urbana. Dr. Frederic A. 
Gibbs, professor of neurology at the College of Medi- 
cine, University of Illinois, Chicago, will speak on “The 
Need for Medical Evaluation in Vocational Guidance 
and Training.” 


Announce Fellowship in Proctology.—The Interna- 
tional Academy of Proctology announces the establish- 
ment of a teaching and research fellowship in 
proctology under the direction of Dr. Marcus D. 
Kogel, dean of the Albert Einstein College of Medi- 
cine, New York City. The academy has voted a $1,000 
annual grant for each of three years to assist in the 
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development of research and educational projects in 
proctology at the university. One of the projects de- 
veloped under this grant has been a tissue slide 
“library” for teaching purposes, under the direction of 
Dr. Alfred A. Angrist, clinical professor of pathology, 
New York Medical College, Flower and Fifth Avenue 
Hospitals, New York City. For information write In- 
ternational Academy of Proctology, 147-41 Sanford 
Ave., Flushing, N. Y. 


Radium Society Meets in Quebec.—The 39th annual 
meeting of the American Radium Society will be held 
at the Chateau Frontenac, Quebec, Canada, May 29- 
June 1. The Gordon E. Richards Memorial Lecture, 
“Newer Knowledge of the Structure of Normal and 
Malignant Cells Obtained by Electron Microscopy,” 
will be given by Dr. Arthur W. Ham, Toronto, On- 
tario. The Janeway Lecture, “Contributions of Biology 
to Radiation,” will be given by Dr. Simeon T. Cantril, 
Seattle. A round-table conference, “Treatment of Can- 
cer of the Lung,” will be moderated by Douglas 
Quick, M.B., New York City. A symposium on “Rota- 
tion Therapy” will include a round-table discussion 
moderated by Dr. Robert Robbins, Philadelphia. The 
annual banquet will be held May 31, 7:30 p. m. For 
information write Theodore R. Miller, 139 E. 36th St.. 
New York 16. 


New Journal on Mental Deficiency.—The first number 
of the Journal of Mental Deficiency, sponsored by 
the National Society for Mentally Handicapped Chil- 
dren, Ltd., will appear this spring. The journal is 
administered by an advisory committee under the 
chairmanship of Prof. Lionel S. Penrose, with Dr. 
Barry W. Richards as editor. Articles on all aspects of 
mental deficiency will be included, but there will be 
a medical bias and a high proportion of available 
space will be allotted to papers reporting the results 
of original research. The journal will appear twice a 
vear in the first instance and will become quarter] 
should this be justified by the quanti'y and quality of 
subject matter submitted. The journal will cost $1.50. 
Inquiries and contributiens should be sent to Dr. 
B. W. Richards, St. Lawrence's Hospital, Caterham 
Surrey, England. 


Cardiologists Meet in Washington.—The sixth annual 
meeting of the American College of Cardiology will 
be held at the Hotel Willard, Washington, D. C., May 
15-18. Two seminars, “Electrocardiography and Vec- 
torcardiography,’ and “Congenital Heart Disease,” 
and symposiums on pericarditis with effusion and 
constrictive pericarditis, diagnostic methods (two 
parts), and open heart surgery are scheduled. The 
Franz Groedel Lecture, “Humanities in Medicine,” 
will be given by Dr. Henry Borsook, professor of bio- 
chemistry, California Institute of Technology, Pasa- 
dena, Calif. The annual convention guest lecture will 
feature Dr. Frank B. Berry, assistant secretary of de- 
fense for health and medicine, and Dr. Ignacio Cha- 
vez, director, National Institute of Cardiology, Mexico 
City, Mex., who will speak on “Evolution of Diagnosis 
in Cardiology in the Last 30 Years.” Panel discussions 
will follow presentation of formal papers at each 
session. “Fireside Conferences” are scheduled for 
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May 16, 10 p.m. Tours of Washington and trips to 
Alexandria and Mt. Vernon are planned. The annual 
banquet will be held May 17, 7:45 p.m. ($10 a person 
A specially arranged closed T.V. broadcast on cardi 
ology originating from the National Heart Institute is 
scheduled for May 15. 


Announce Allergy Fellowships.—The scientitic and ed 
ucational council of the American Foundation for 
Allergic Diseases has announced a research and train- 
ing program to encourage medical education in allergic 
diseases. Four classes of fellowships are offered: 
|. Predoctoral Fellowships—Two predoctoral fellowships of $2500 
have been awarded for 1956-1957 to Louis G. Hoffman, and 
Jack Litwin, both working in microbiology at Johns Hopkins 
University and the University of Chicago, respectivels 
2. Part-Time Fellowships—Forest E, Brown, Harvard University 
Boston, working in immunology has been awarded $1500 


3. Postdoctoral Fellowships—Three such fellowships in research 
and clinical allergy have been established at Johns Hopkins 
University, Baltimore; Pennsylvania University, Philadelphia 
and Washington University, St. Louis. They carry stipends of 
$4500 for the first vear, $4750 for the second year, and lab 
oratory and travel expense of $750 for the two-vear period 
Applications for these are now available from the research 
directors at the three medical schools. The deadline is Mas 
10. Funds were made available by a grant from Mr. John D 
Rockefeller Jr. 

. Summer or Quarterly Predoctoral Fellowships—Twenty quar 
terly or summer fellowships are available for students who have 


completed two years of me dical school training. Thev are for 
a minimum of eight weeks and the stipend is $500, Deans of 
all approved medical schools have been invited to nominate 
candidates by April 30. A grant from the Gustavus and Louise 
Pfeiller Foundation made these fellowships availabl 


Society News.—Officers of the Central Society for Clin- 
ical Research include: Dr. Kenneth Kohlstaedt, In 
dianapolis, president; Dr. Thornton Scott, Lexington, 
Ky., vice-president; and Dr. William S. Jordan Jr., 
secretarv-treasurer (Western Reserve University, 2109 
Adelbert Rd., Cleveland 6).——The recently elected 
officers of the Association for Research in Nervous 
and Mental Disease include: president, Dr. Francis | 
Braceland, Hartford, Conn.;. first vice-president, Dr 
Paul Hoch; second vice-president, Dr. Carl Pfeiffer: 
secretary-treasurer, Dr. Rollo J. Masselink, New York 
City; and assistant secretary, Dr. Lawrence C. Kolb 
New York City. The 37th annual meeting will be held 
at the Hotel Roosevelt in New York City, Dec. 13-14 
—~—The National Multiple Sclerosis Society has moved 
from 270 Park Ave., New York 17, to new quarters 
at 257 Fourth Ave. (phone: ORegon 4-4100). The 
society, which was established in October, 1946, has 
nearly 100 chapters and branches from coast to coast 
It is supporting major scientific research into the 
cause and cure of multiple sclerosis. In 1956 the 
society allocated $270,805 for research, and more than 
$450,000 is already earmarked for research support 
this year.——The American Heart Association an- 
nounces that the deadline for submission of abstracts 
of papers for presentation at its scientific sessions 
(Oct. 25-28, Hotel Sherman, Chicago) is June 15. 
Papers intended for presentation must be based on 
original investigations in, or related to, the cardio- 
vascular field. Abstracts must be submitted in tripli- 
cate on forms obtainable from the Medical Director of 
the Association, 44 E. 23rd St., New York 10, N. Y 
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Abstracts should not exceed 300 words and should 
contain in summary form the results obtained and the 
conclusions reached._—The American Public Health 
Association recently elected the following officers: 
president, John W. Knutson, D.D.S., Washington, 
D. C.; president-elect, Roy J. Morton, C.E., Oak Ridge, 
Tenn.; chairman of the executive board, Lawrence J. 
Peterson, M.S.P.H., Boise, Idaho; and _ treasurer, 
Charles Glen King, Ph.D., New York City. Dr. Reg- 
inald M. Atwater, New York City, is executive secre- 
tary. The next annual meeting will be held in the 
Cleveland Public Auditorium, Nov. 11-15.——At the 
annual meeting of the American Academy of General 
Practice, the congress of delegates adopted an 
amendment which now requires a one-year rotating 
internship as an absolute minimum requirement for 
membership. The academy also named Dr. Holland 
T. Jackson, Fort Worth, Texas, president-elect. Dr. 
Malcom E. Phelps, El Reno, Okla., was inducted as 
president.——The officers of the American Academy 
for Cerebral Palsy for 1957 are: Dr. Nicholson J. East- 
man, Johns Hopkins Hospital, Baltimore, president; 
Dr. William T. Green, Harvard Medical School, 
Boston, president-elect; Dr. Raymond R. Rembolt, 
State University of Iowa College of Medicine, Iowa 
City, lowa, secretary-treasurer. 


CANADA 


Society News.—At the 20th annual meeting of the 
Canadian Association of Radiologists held in Montreal 
in January, the following officers were elected for the 
year 1957: Drs. Jean L. Bouchard, Montreal, president; 
Andrew R. McGee, Toronto, vice-president; Guillaume 
Gill, Montreal, honorary secretary-treasurer; Robert 
G. Fraser, Montreal, associate honorary secretary- 
treasurer. 


FOREIGN 


Congress of Group Psychotherapy.—The Second Inter- 
national Congress of Group Psychotherapy will be in 
Zurich, Switzerland, Aug. 29-31, preceding the Second 
International Congress of Psychiatry. The president 
of the congress is Dr. Jacob L. Moreno, New York 
City. The program chairman, Dr. Serge Lebovici, 
(Paris) France. For information write Wellman J. 
Warner, Ph.D., 812 Stuart Ave., Mamaroneck, N. Y. 


Pacific Science Congress.—The ninth Pacific Science 
Congress will be held in Bangkok, Thailand, Nov. 
18-Dec. 9, under the auspices of the government of 
Thailand and the Science Society of Thailand. The 
Academy-Research Council is the representative of 
the United States in the Pacific Science Association, 
which is responsible for the Pacific Science Con- 
gresses. Scientists and representatives of institutions 
in the United States are invited to participate. A 
symposium on humid tropics research with special 
reference to climate, vegetation, and land utilization 
in the humid tropics is planned. General symposiums 
are also being planned on the following subjects: 
geology and geophysics; meteorology; oceanography; 
zoology, entomology; botany; conservation; museums; 
crop improvement; animal improvement; chemistry in 
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the development of natural resources; public health 
and medical sciences; anthropology and social sci- 
ences; and nutrition. Information may be obtained 
from the Pacific Science Office, Academy-Research 
Council, 2101 Constitution Ave., Washington 25, D. C. 





EXAMINATIONS 
AND LICENSURE 








AMERICAN BOARD OF ANESTHESIOLOGY: Part I, Various locations, 
July 19. Final date for filing application was Jan. 19. American 
Board of Anesthesiology. Oral. Washington, Oct. 28-Nov. 1. 
Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., Hartford 15. 

AMERICAN Boarp OF DERMATOLOGY: Written. Several cities, 
June 27. Oral. Baltimore, Oct. 11-13. Final date for filing 
application was April 1. Sec., Dr. Beatrice Maher Kesten, One 
Haven Ave., New York 32. . 

AMERICAN Boarp OF INTERNAL MEDICINE: Written. Oct. 21. 
Oral. Chicago, May 27-29; Los Angeles, Sept. 11-14. Final 
date for filing applications was Feb. 1. Exec. Sec., Dr. W. A. 
Werrell, 1 West Main St., Madison 3, Wis. 

AMERICAN BoaArRD OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to be 
eligible a candidate must have his application filed at least six 
months before the examination time. Sec., Dr. Leonard T. Fur- 
low, Washington University School of Medicine, St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part II. 
Chicago, May 15-25. Final date for filing application was 
Feb. 1. Applications for certification, new and reopened, for 
the 1958 Part I examinations are now being accepted. Dead- 
line for receipt of applications is September 1. Sec., Dr. Robert 
L. Faulkner, 2105 Adelbert Road, Cleveland 6, Ohio. 

AMERICAN BoarD OF OPHTHALMOLOGY: Oral. New York, May 
23-27; Chicago, Oct. 7-11. Written. January 1958. Final date 
for filing application is July 1. Sec., Dr. Merrill J. King, Box 
236, Cape Cottage Branch, Portland 9, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Part II. New York 
City, Jan. 29-31, 1958. Final date for filing application is 
August 15. Sec., Dr. Sam W. Banks, 116 South Michigan 
Avenue, Chicago 3. 

AMERICAN BoarRD OF OTOLARYNGOLOGY: Chicago, Oct. 7-11. 
Final date for filing application was in April. Sec., Dr. Dean 
M. Lierle, University Hospitals, Iowa City. 

AMERICAN BoOarD OF PHysICAL MEDICINE AND REHABILITATION: 
Parts I and II. New York City, June 8-9. Final date for filing 
application was March 1. Sec., Dr. Earl C. Elkins, 200 First St., 
S. W., Rochester, Minn. 

AMERICAN BOARD OF PREVENTIVE MEDICINE: Aviation Medicine. 
Denver, May 9-11. Sec., Dr. Thomas F. Whayne, 615 North 
Wolfe St., Baltimore. 

AMERICAN Boarp oF Procto.ocy: Oral and Written. Parts I and 
II. September. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN BOARD OF PsYCHIATRY AND NeuROLOGY: New York, 
Dec. 16-17. Sec., Dr. David A. Boyd, Jr., 102-110 Second 
Ave., S. W., Rochester, Minn. 

AMERICAN Boarp oF RaproLocy: Washington, Sept. 23-28. Final 
date for filing application is June 1. Within the near future a 
special examination for certification in Nuclear Medicine will 
be offered to diplomates in Radiology and Therapeutic Radi- 
ology. Sec., Kahler Hotel Bldg., Rochester, Minn. 

AMERICAN Boarp oF Surcery: Part II. New York, June 10-11. 
Sec., Dr. John B. Flick, 225 S. 15th St., Philadelphia 2. 

AMERICAN Boarp OF UROLOGY: Written examination. Various 
cities throughout the country. Pathology and Oral Clinical. 
February 1958. Location not decided. Exec. Secretary, Mrs. 
Ruby L. Griggs, 30 Westwood Road, Minneapolis 16. 

Boarp OF THORACIC SuRGERY: Written. Various centers through- 
out the country, September 1957, and the closing date for 
registration is July 1, 1957. Sec., Dr. William H. Tuttle, 1151 
Taylor Ave., Detroit 2. 
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AIR FORCE 


School of Aviation Medicine.—Construction has be- 
gun on the new 9-million-dollar installation for the 
School of Aviation Medicine on the outskirts of San 
Antonio, Texas. Civic leaders and Air Force officials 
will take part in a formal ground-breaking ceremony 
on May 10. 

The arrival of the first construction party climaxed 
more than a decade of planning by the Air Force. The 
projected center, many times delayed, was first pro- 
posed officially in August, 1946. It was approved by 
the Congress, and funds for construction appropriated 
in July, 1952. The four units now under construction 
are the research institute, academic building, flight 
medicine laboratory, and shops. In the research in- 
stitute three floors will be devoted to the aeromedical 
library and laboratories. In the one-story academic 
building there will be classrooms that will accommo- 
date 700 students and an auditorium with a seating 
capacity of 400. The shops, which will fabricate instru- 
ments for research, will contain electronic equipment 
to analyze statistical data and a medical photographic 
laboratory. 

In the altitude building there will be atmospheric 
pressure chambers costing 2 million dollars—some for 
research, others to familiarize medical officers with 
conditions that may affect flyers in the higher alti- 
tudes. The hospital originally planned has been omitted 
from the present construction, for reasons of economy. 
Instead, the new 1,000-bed hospital at nearby Lack- 
land Air Force Base will provide support to the 
school. A closed-circuit television system, with a link 
to the Lackland hospital, will show to student officers 
in the school’s own classrooms the treatment given 
by flight surgeons at the hospital. 

Now occupying more than 40 buildings at Randolph 
Air Force Base, mostly temporary structures built 
during World War II, the School of Aviation Medicine 
will have in the new plant at Brooks a most advanced 
institution for medical teaching and research. 


Air Force Reserve Plans Medical Units.—The Air 
Force Reserve has announced plans for the activation 
in April of 10 medical units with facilities for 6,000 
bed patients. The medical units will be located at 
CONAC’s Air Reserve Flying and Training Centers 
throughout the country. 

The new medical units will be manned by regular 
Air Force personnel and air reservists not on active 
duty from center location areas. CONAC’s Air Reserve 
centers will supervise the training of reservists as- 
signed to the medical units. Air Reserve personnel so 
assigned will be authorized the usual 48 training 
periods and 15-day active duty tours. Training facili- 
ties for reserve medical units will be provided through 
joint use of CONAC’s Air Reserve Centers or other 
U. S. Air Force or Defense Department installations. 

Eligibility requirements stipulate that individuals 
must be physically qualified for active military serv- 
ice. Air Reserve officer personnel must meet age-in- 





75 


grade requirements; however, this does not apply to 
reserve airmen. Ready reservists desiring to be as- 
signed to the medical units must have an AA availa- 
bility classification code. 


ARMY 


New Army Hospital at Fort Knox.—The new $8,- 
500,000 Merritte W. Ireland Hospital at the Army 
Armor Center, Fort Knox, Ky., officially opened its 
doors for the first time April 1, when dedication cere- 
monies were held. The guest speaker was the surgeon 
general of the Army, Major Gen. Silas B. Hays, who 
was introduced by the Fort Knox commander, Major 
Gen. John L. Ryan Jr. The hospital was named after 
Major Gen. Merritte Weber Ireland, who was surgeon 
general of the Army from 1918 to 1931 and a chief 
spokesman for Army medicine until his death in 1952. 

Among those present at the ceremonies were Mrs. 
Merritte Ireland; Dr. Paul Ireland, a son now practic- 
ing medicine in Ann Arbor, Mich.; and grandsons, 
Capt. Merritte W. Ireland, a student at the U.S. Army 
Armor School, and Capt. Paul M. Ireland Jr., now sta- 
tioned at Fort Leavenworth, Kan. 








The Merritte W. Ireland Hospital. 


The Merritte W. Ireland Army Hospital is a nine- 
story, 500-bed structure, planned so that two extra 
wings can be added, expanding the bed capacity to 
1,000. It houses the latest hospital equipment and 
facilities. About 25% of the hospital is air-conditioned. 
Located outside the hospital is a parking lot with 
space for 535 cars. 


Army Intern Training Group.—Army hospitals will 
welcome 164 graduates from 71 approved medical 
schools as interns for the year beginning July 1. This 
is the largest number of medical interns to be ad- 
mitted at one time by the Army Medical Service since 
the establishment of such training. These physicians 
will be commissioned as first lieutenants in the Medi- 
cal Corps on entering the service, and, at the close of 
the one-year internship they will become captains if 
they remain in the service. 

The increase for 1957 is accounted for by the exten- 
sion of intern training to the Army Hospital at Fort 
Benning, Ga. It is planned to further expand these 
Openings during the next few years through the addi- 
tion of more hospitals to the program. Seventy-three 
per cent, or 121, of the interns are married, 33 having 
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one child, 21 having two children, 4 having three 
children, and 2 having four children. The remaining 
60 married interns have none. 

Hospitals that participate in the program are those 
approved for internship training by the Council on 
Medical Education and Hospitals of the American 
Medical Association. 


Three New Generals.—Three new brigadier generals 
were added to the Army Medical Corps on March 
25, 1957, by the U. S. Senate. They are Roger G. 
Prentiss Jr., surgeon at headquarters, Ist U. S. Army, 
Governors Island, New York; Paul S. Franchner, 
commandant of Letterman Army Hospital at San 
Francisco; and Joseph H. McNinch, surgeon, head- 
quarters, U. S. Forces, Far East. 


NAVY 


Two Hundred Interns Selected for Training at Naval 
Hospitals.—A total of 200 students who have gradu- 
ated following the fall semester or who will be grad- 
uated at the end of the spring semester from medical 
schools throughout the United States and Canada 
have been selected to serve their internships at naval 
hospitals under the Navy’s Graduate Medical Training 
Program. Those selected will be appointed lieutenants 
(junior grade) in the Medical Corps and Naval Re- 
serve and will be ordered to active military service. 
The naval hospitals and the number of interns to be 
assigned are as follows: 


Chelsea, Mass. 12. Pensacola, Fla. 6 
Newport, R. I. 6 Great Lakes, Ill. 12 
St. Albans, L. I., N. Y. 20  ~=Bremerton, Wash. 6 
Philadelphia 18 Oakland, Calif. 20 
Bethesda, Md. 20 Corona, Calif. 10 
Portsmouth, Va. 20 Camp Pendleton, Calif. 10 
Charleston, S. C. 6 San Diego, Calif. 28 
Jacksonville, Fla. 6 


Lectures at the Naval Research Institute.—Dr. Ger- 
hard Domagk, professor of pathology, University of 
Minster, Germany, lectured at the Naval Medical 
Research Institute, Bethesda, Md., March 26, on the 
present status of chemotherapy of tuberculosis. Dr. 
Domagk was in the United States on invitation of the 
New York Academy of Sciences, where he lectured on 
“Twenty-five Years of Sulfonamide Therapy.” Dr. 
Domagk won the Nobel Prize in 1939 for his work on 
the action of sulfonamides on acute bacterial infec- 
tions——Dr. Marshall Brucer, chairman, medical divi- 
sion, Oak Ridge Institute of Nuclear Studies in Ten- 
nessee, spoke March 7 on “Clinical Radiation Dosim- 
etry” at the Naval Medical Center in Bethesda. 


PUBLIC HEALTH SERVICE 


Cooperative Research on Apoplexy.—A nationwide 
cooperative research attack against cerebral vascular 
disease was announced April 2 by the surgeon general. 
Ten medical research centers in nine states have al- 
ready joined in the program, and it is expected that 
many more will ultimately participate, the surgeon 
general said. The program, which is expected to run 
five or six years, is under the auspices of the National 
Institute of Neurological Diseases and Blindness, of 
which Dr. Pearce Bailey is director. 
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The new cerebral vascular research program was 
made possible by institute grants totaling $172,000 
to the participating organizations. The grants were 
recommended by the National Advisory Neurological 
Diseases. and Blindness Council earlier this month. 
The cooperative program is supplemented by 29 
current individual projects directed to research on 
various aspects of cerebral vascular disease and sup- 
ported by institute grants totaling about $250,000. 

These investigations will make possible the study 
of many patients who either have suffered a stroke or 
who show clinical signs indicating that a stroke might 
be coming on. The results, it is said, are expected to 
shed new light on the nature and causes of strokes 
and to open the way to more effective treatment meth- 
ods. Another aim of the program is to make possible 
the more accurate selection of Stroke patients most 
likely to benefit from surgical or nonsurgical thera- 
pies. Data collected will be collated and evaluated at 
the University of lowa, Iowa City, one of the cooper- 
ating institutions. 


Appoint Advisory Committee on Medical Practice.— 
Surgeon General Leroy E. Burney has announced the 
appointment of a committee of physicians to advise 
him on Public Health Service activities which are 
related to the practice of medicine. The first meeting 
of the new Advisory Committee on Medical Practice 
Relations was held on April 4-5 in Washington, D. C. 

“We have many groups who advise us on research 
and disease control programs,” Dr. Burney said. “With 
the growth of medical and related research, it is in- 
creasingly important that we work with private phy- 
sicians as well as with health agencies, to help apply 
the new knowledge promptly and effectively.” Mem- 
bers of the advisory committee are Drs. Stuart Adler, 
Albuquerque, N. Mex.; C. Byron Blaisdell, Asbury 
Park, N. J.; Hugh H. Hussey, Washington, D. C.; 
W. L. Portteus, Franklin, Ind.; Julian P. Price, Flor- 
ence, S. C.; Stanley R. Truman, Oakland, Calif.; and 
William B. Walsh, Washington, D. C. 


More Grants for Research Facilities—The Public 
Health Service announced on March 30 the approval 
of 35 grants totaling $3,974,943 to help 27 research 
institutions in 18 states build additional facilities for 
research in cancer, heart disease, mental, and other 
major illnesses. The grants were approved by the 
surgeon general on recommendation of the National 
Advisory Council on Health Research Facilities. 

The council, which met March 18-20, reviewed 165 
applications amounting to about $66,384,500. Applica- 
tions for grants will again be considered by the council 
May 27-29. 

Congress last year authorized 30 million dollars in 
grants a year for three years to research institutions 
on an equal matching basis for the construction and 
extension of research facilities. The law also estab- 
lished the Health Research Facilities Council, which 
now has approved 109 grants totaling approximately 
30 million dollars. 
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Gomori, George * Palo Alto, Calif.; born in Budapest, 
Hungary, July 16, 1904; Magyar Kiralyi Pazmany 
Petrus Tudomanyegyetem Orvosi Fakultasa, Buda- 
pest, Hungary, 1928; specialist certified by the Amer- 
ican Board of Pathology; member of the Illinois State 
Medical Society, College of American Pathologists, 
American Society for Experimental Pathology, and the 
American Society for Clinical Pathologists, which in 
1955 presented him with the annual Ward Burdick 
Award for his contribution to the subject of histochem- 
istry; served as president of the American Histochem- 
ical Society; formerly professor of medicine at the 
University of Chicago, The School of Medicine; served 
on the staff of the Albert Merritt Billings Hospital in 
Chicago: served on the board of editors of the Amer- 
ican Journal of Clinical Pathology: consultant to the 
Armed Forces Institute of Pathology; in 1941 co- 
exhibitor with Dr. Charles Huggins, of Chicago, at 
the meeting of the American Medical Association and 
received a certificate of merit for an exhibit illustrat- 
ing phosphatases and carcinoma of the prostate gland; 
died Feb. 28, aged 52. 


McMurray, Carl Seifried * Nashville, Tenn.; born 
July 25, 1896; Vanderbilt University School of Medi- 
cine, Nashville, Tenn., 1917; assistant professor of 
clinical gynecology at his alma mater, where in 1915 
he joined the faculty as assistant in surgery, subse- 
quently serving as instructor in surgery, and instructor 
in clinical gynecology; professor of gynecology at the 
Meharry Medical College; member of the South- 
eastern Surgical Congress, Nashville Academy of 
Medicine, of which he was past president, and the 
Endocrine Society; past president of the Nashville 
Surgical Society; member, board of directors, Tennes- 
see Division, American Cancer Society; fellow of the 
American College of Surgeons; member of the Selec- 
tive Service Board of Appeals, Middle Tennessee Ju- 
dicial District since 1955; member of the staff and 
chairman of the tumor clinic, Nashville General 
Hospital; member and formerly chief of staff, Mid- 
State Baptist Hospital; on the staff of St. Thomas 
Hospital, where he died Jan. 18, aged 60, of rheumatic 
heart disease, stenosis and calcification of aortic valve 
and pulmonary edema. 

Lamb, Frederick Howe ® Davenport, lowa; born in 
Fredonia, Pa., Sept. 11, 1888; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 
1914; a founder, from 1936 to 1945 vice-president, and 
for many years an examiner of the American Board 
of Pathology; past president of the lowa Clinical 
Pathological Society and Scott County Medical So- 
ciety; a founding fellow and past president of the 
American Society of Clinical Pathologists; in 1956 
received a scroll of recognition from that organization 
for originating the “slide seminars,” a high point in 
the annual meeting of that organization; founding fel- 
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low and past president of the College of American 
Pathologists; a director of the Davenport Bank and 
Trust Company; director of the clinical and pathologi 
cal laboratories at Moline (Ill) Public Hospital, St 
Anthony's Hospital in Rock Island, IL, and the Mercy 
Hospital; director of the clinical and pathological 
laboratories at St. Luke's Hospital, where he was past 
president of the staff, and where he died Jan. 25, aged 
68, of cerebral hemorrhage. 

Hamilton, Joseph Gilbert, San Francisco; born in 
Waverley, Mass., Nov. 11, 1907; University of Calli- 
fornia School of Medicine, San Francisco, 1936; re 
search professor of experimental medicine and _radi- 
ology at his alma mater, where he was director of the 
Crocker Radiation Laboratory; a member of numerous 
honorary medical societies, among them the American 
Physical Society, the Society for Experimental Biology 
and Medicine, American Society for Clinical Investi- 
gation, Sigma Xi, Tau Beta Pi, and Alpha Chi Sigma; 
medical consultant to the Atomic Energy Commis- 
sion’s division of biology and medicine and a member 
of the Atomic Energy Commission's committees on 
radioactive isotopes and the human application ol 
radioactive materials; member of the National Re- 
search Council, chairman of the radiobiology stucy 
section of the National Institute of Health and a con 
sultant to the Army and Navy; died in the Children’s 
Hospital Feb. 18, aged 49, of leukemia. 

Laage, Herbert August * New York City; born in 
Niendorf, Germany, May 31, 1907; Long Island Col- 
lege of Medicine, Brooklyn, 1932; clinical assistant 
professor of orthopedic surgery at his alma mater, 
now known as the State University of New York Col- 
lege of Medicine; specialist certified by the American 
Board of Orthopaedic Surgery; member of the Amer- 
ican Academy of Orthopaedic Surgeons and the In- 
dustrial Medical Association; fellow of the Interna- 
tional College of Surgeons and the American College 
of Surgeons; president of the medical staff at the 
Misericordia Hospital, where he was chief, depart- 
ment of orthopedics, and outpatient department; on 
the staffs of the Long Island College Hospital, Brook- 
lyn, Eastern Long Island Hospital in Greenport, Cen- 
tral Suffolk Hospital, Riverhead, and the Good Sa- 
maritan Hospital in Suffern; died Feb. 17, aged 49, 
of heart disease. 

Milch, Eugene Chandler ® New York City; born in 
New York City, Aug. 6, 1902; University of Virginia 
Department of Medicine, Charlottesville, 1927; spec- 
ialist certified by the American Board of Psychiatry 
and Neurology; member of the American Psychoanaly- 
tic Association and the American Psychiatric Associa- 
tion; formerly instructor in neurology at the University 
and Bellevue Hospital Medical College; served on the 
faculty of Columbia University College of Physicians 
and Surgeons; lecturer in psychiatry at the State Uni- 
versity of New York College of Medicine, Brooklyn; 
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veteran of World War IIL; served on the staffs of the 
Mount Sinai and Beth Moses hospitals; from 1935 to 
1940 assistant clinical psychiatrist of the New York 
State Psychiatric Institute; died Jan. 8, aged 54, of 
cancer. 

Barer, Charles Gregory, Bronxville, N. Y.; born in 
lowa City, Aug. 11, 1904; State University of Iowa 
College of Medicine, lowa City, 1928; specialist certi- 
fied by the American Board of Ophthalmology; mem- 
ber of the Medical Society of the State of New York; 
veteran of World War LI; served on the faculty of 
Columbia University College of Physicians and Sur- 
geons in New York City and at his alma mater; on 
the staffs of the Institute of Ophthalmology of Presby- 
terian Hospital, Columbia Presbyterian Medical Cen- 
ter, and consultant in opthalmology at the Veterans 
Administration Hospital in New York City; staff mem- 
ber of the Lawrence Hospital; deputy fire chief; died 
Feb. 8, aged 52, of ruptured dilated aorta. 

Kilbourne, Burton Kane ® Hardin, Mont.; born in 
Minneapolis, Kan., May 21, 1879; Kansas Medical 
College, Medical Department of Washburn College, 
Topeka, 1904; formerly associated with the Kansas 
State Board of Health, a full-time city health officer in 
Fargo, N. D., and epidemiologist of the Montana State 
Board of Health; served as state health officer and 
consultant for the state health department; resigned 
in December, 1956, as full-time district health officer 
of Big Horn and Rosebud counties; served as secretary 
of the Montana Public Health Association, died in St. 
Luke’s Hosptal, Fargo, N. D., Jan. 20, aged 77, of 
cancer. 

McLellan, Philip Garretson * Hartford, Conn.; born 
in Caribou, Maine, Feb. 28, 1900; Harvard Medical 
School, Boston, 1925; certified by the National Board 
of Medical Examiners; specialist certified by the 
American Board of Surgery; fellow of the American 
College of Surgeons; veteran of World War II; on the 
staff of the Hartford Hospital; consultant, Manchester 
(Conn. ) Hospital, New Britain (Conn. ) General Hos- 
pital, Institute of Living, Hartford, Windham Com- 
munity Hospital, Willimantic, State of Connecticut 
Veterans Hospital, Rocky Hill, and the Veterans Ad- 
ministration Home and Hospital in Newington; died 
Jan. 22, aged 56. 

Budreski, Alphonse Frank * Brockton, Mass.; born in 
Brockton Feb. 28, 1895; Tufts College Medical School, 
Boston, 1917; served overseas during World War 1; 
during World War II served on the Selective Service 
Board; in 1945 appointed by the board of health as 
contagious disease physician for three local parochial 
schools; named city physician in 1923 and medical 
examiner for the first Plymouth District in 1933; later 
associate medical examiner; member of the staff of 
the Brockton Hospital; trustee of the Brockton Savings 
Bank of which he was an incorporator; died Jan. 25, 
aged 61, of cerebral hemorrhage. 

Snow, Lucille Hammel © Wilmette, Lll.; University 
of Illinois College of Medicine, Chicago, 1928; specialist 
certified by the American Board of Obstetrics and Gyn- 
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ecology; fellow of the International College of Surgeons 
and the American College of Surgeons; clinical asso- 
ciate, obstetrics and gynecology, Loyola University 
Stritch School of Medicine; on the staff of St. Francis 
Hospital in Evanston, Mercy, Lewis Memoria] Mater- 
nity, Illinois Masonic, and the Women and Children’s 
hospitals in Chicago; first president of the Chicago 
Women’s Medical Association; died Feb. 8, aged 59, of 
myocardial infarction. 

Allen, George Smith, Clyde. N. Y.; University of Buf- 
falo School of Medicine, 1897; an associate member 
of the American Medical Association; past-president 
of the Wayne County Medical Society; veteran of 
World War I; served as postmaster of Clyde, as 
trustee of the Clyde High School, as county coroner, 
and in 1929 appointed health officer of the consoli- 
dated district of the village and the town of Galen; 
a director of the Citizens Bank of Clyde; died in the 
E. J. Barber | ospital, Lyons, Feb. 9, aged 83, of 
uremia. 

Haskins, Henry Edgar * Kingman, Kan.; born in 
Galva, Sept. 18, 1878; Beaumont Hospital Medical 
College, St. Louis, 1901; for many years member of 
the State Board of Medical Registration and Examina- 
tion; county health officer; for many years member of 
the school board; director of the Kingman County 
Fair Association, the State Bank of Kingman, the 
Kingman Savings and Loan Association, and the 
Bankers Investment Company; attending physician 
at the Kingman Memorial Hospital, where he died 
Feb. 1, aged 78, of acute coronary occlusion. 
Christensen, Axel Herlof, Geneva, IIl.; the Hahnemann 
Medical College and Hospital, Chicago, 1897; for- 
merly practiced at Clark, S$. D., where he was coroner 
of Park County for many years and a charter member 
of Rotary Club, of which he was president for three 
years; a member of the Selective Service Board dur- 
ing World War I and World War II; received a con- 
gressional citation for his services; served on the staff 
of the Silver Cross Hospital in Joliet; died March 5, 
aged 87, of pneumonia. 

Hodgkins, Edward Marshall * Boston; Tufts College 
Medical School, Boston, 1915; served on the faculty 
of his alma mater and in 1950 received the school’s 
distinguished service key; fellow of the American Col- 
lege of Surgeons; veteran of World War I; served on 
the staffs of the Glover Memorial Hospital, Needham, 
Boston Dispensary, and Boston Floating Hospital; 
consultant, Booth Memorial Hospital in Brookline, 
Emerson Hospital, Concord, and the Somerville 
(Mass.) Hospital; died Jan. 20, aged 65. 


Truex, Samuel Lamont, Middletown, N. Y.; Long 
Island College Hospital, Brooklyn, 1911; specialist 
certified by the American Board of Obstetrics and 
Gynecology; fellow of the American College of Sur- 
geons; veteran of World War I; consultant, Monticello 
(N. Y.) Hospital, Maimonides Hospital, Liberty, and 
Newton (N. J.) Memorial Hospital; on the attending 
staff of the Elizabeth A. Horton Memorial Hospital; 
died in the Eye and Ear Infirmary, Newark, N. J., 
Dec. 15, aged 69, of embolism. 
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Weber, Charles John Jr., Major, U. S. Air Force, 
Pittsburgh; George Washington University School of 
Medicine, Washington, D. C., 1948; certified by the 
National Board of Medical Examiners; served as an 
officer in the Medical Corps of the Army of the United 
States and the U. S. Air Force; interned at the Water- 
bury (Conn.) Hospital; served a residency at the 
Presbyterian Hospital and the Children’s Hospital in 
Pittsburgh; service member of the American Medical 
\ssociation; died Dec. 24, aged 33, of a heart attack. 
Whittemore, Wyman, Boston; Harvard Medical School, 
Boston, 1905; formerly professor of clinical surgery at 
Tufts College Medical School] and on the faculty of his 
alma mater; member of the American Surgical Asso- 
ciation and the American Association for Thoracic 
Surgery; fellow of the American College of Surgeons; 
served as consulting surgeon at the Peterboro (N. H.) 
Hospital, Sturdy Memorial Hospital, Attleboro, Massa- 
chusetts Eye and Ear Infirmary, and Beth Israel and 
Massachusetts General hospitals; died Jan. 24, aged 77. 
Acker, Wesley Harrison * Waterloo, Iowa; Rush 
Medical College, Chicago, 1917; interned at Cook 
County Hospital in Chicago; on the staff of the 
Schoitz Memorial Hospital; died Feb. 3. aged 65, of 
coronary thrombosis. 

Alger, Edmund Whitney, Minneapolis; University of 
Minnesota College of Medicine and Surgery, Min- 
neapolis, 1902; died in St. Barnabas Hospital Jan. 26, 
aged 80, of lobar pneumonia and acute coronary 
thrombosis. 

Baselice, Peter Paul ® Long Island City, N. Y.; Regia 
Universita degli Studi di Roma. Facolta di Medicina e 
Chirurgia, 1935; served during World War II and was 
awarded the Bronze Star for meritorious achieve- 
ments; on the staffs of the Astoria (N. Y.) General 
Hospital and the Columbus Hospital; died in the 
Roosevelt Hospital, New York City, Jan. 26, aged 49, 
of uremia. 


Beebe, Orville Everett ® Bellingham, Wash.; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1903; past- 
president of the Whatcom County Medical Society; 
served as county health officer; died Jan. 20, aged 80, 
of diabetes mellitus. 

Belknap, Leland Vess ® Portland, Ore.; University of 
Oregon Medical School, Portland, 1919; fellow of the 
American College of Surgeons; on the staff of the 
Physicians and Surgeons Hospital; died Jan. 24, 
aged 62. 

Bell, Richard Phillips ® Staunton, Va.; University of 
Virginia Department of Medicine, Charlottesville, 
1905; member of the founders group of the American 
Board of Surgery; member of the Southern Surgical 
Association; fellow of the American College of Sur- 
geons; past-president of the Augusta County Medical 
Society; on the staff of the King’s Daughters’ Hospital; 
died Jan. 23, aged 75, of coronary thrombosis. 
Besser, Rudolph Walter ® Burbank, Calif.; College of 


Medical Evangelists, Loma Linda and Los Angeles, 
1937; certified by the National Board of Medical 
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Examiners; on the staffs of the California Lutheran 
Hospital in Los Angeles, Glendale Sanitarium, and 
Behrens Memorial Hospital in Glendale, and St. 
Joseph’s Hospital; died Feb. 10, aged 49, of dissecting 
aneurysm of the aorta. 


Boysen, Peter * \lodesto, Calif.; University of Pennsy! 
vania Department of Medicine, Philadelphia, 1905, 
for many vears medical director and owner of a hos 
pital bearing his name in Pelican Rapids, Minn 
where he served on the school board; died in Pitts 
burg Jan. 11, aged 80, of arteriosclerotic heart diseas« 


Bracey, Lewis E., * Sheridan, Mich.; Detroit College 
of Medicine, 1905; past village president and past 
school board member; served on the staff of the Kelsey 
Hospital in Lakeview; died Jan. 20, aged 54, of cardio 
vascular disease. 

Butt, Charles Colwell * Nelsonville, Ohio; Medical 
College of Ohio. Cincinnati, 1909; health commissioner 
of Nelsonville and Yorkship health officer for many 
vears; on the staff of Mount Saint Mary's Hospital 
where he died Jan. 14, aged 70, of cancer. 


Cables, Henry Albert * East St. Louis, Ill; St. Louis 
University School of Medicine, 1908; died Feb. 15 
aged 87. 

Carroll, Stevan Melton Jr. ® Marietta, Ga.; Emory 
University School of Medicine, Atlanta, 1952; interned 
at the Grady Memorial Hospital, where he served a 
residency; member of the American Heart Associa- 
tion; veteran of World War II; instructor in pediatrics 
at his alma mater; chief of pediatrics at the Kenne 
stone Hospital; killed Jan. 24, aged 31, of injuries re 
ceived when his automobile was struck by a train. 


Christensen, John F. * Boulder, Colo.; John A. 
Creighton Medical College, Omaha, 1909; member 
of the Washington State Medical Association; on his 
retirement honored for long service as physician to 
Kelso (Wash.) High School athletic teams; for many 
years president of the board of Cowlitz General 
Hospital in Longview, Wash.; died Jan. 28, aged 76 
of coronary thrombosis. 


Clifton, John Lester Jr.. ® Columbus, Ohio; Ohio 
State University College of Medicine, Columbus, 1933; 
member of the American Academy of General Practice: 
on the staffs of the Grant and Mount Carmel hospitals. 
and the White Cross Hospital, where he died Jan. 24, 
aged 48, of cancer. 

Cliver, Paul Mitchell, Laguna Beach, Calif.; the 
Hahnemann Medical College and Hospital, Philadel- 
phia, 1907; fellow of the American College of Sur- 
geons; served on the faculty of his alma mater 
formerly practiced in Chicago; died March 3, aged 77, 
of cerebrovascular accident and arteriosclerosis. 


Collins, Joseph Daniel ® Northampton, Mass.; Harvard 
Medical School, Boston, 1910; member of the Ameri- 
can Academy of Ophthalmology and Otolaryngology; 
veteran of World War I; on the staffs of the Veterans 
Administration Hospital, Northampton State Hospital, 
and the Cooley Dickinson Hospital, where he died 
Jan. 13, aged 75, of coronary thrombosis arterioscle- 
rosis. 











80 DEATHS 


Collins, D. Bruce, Waurika, Okla.; Vanderbilt Univer- 
sity School of Medicine, Nashville, Tenn., 1900; an 
associate member of the American Medical Associa- 
tion; formerly medical director of the Waurika Hospi- 
tal which he owned; retired surgeon for the Rock 
Island Railroad; died Feb. 2, aged 77, of cancer. 


Combs, Henry Burris, Bastrop, Texas; University of 
Nashville (Tenn.) Medical Department, 1892; Van- 
derbilt University School of Medicine, Nashville, 1892; 
died in Kerrville, Texas, Dec. 20, aged 85. 


Conlon, Philip Jerome * Newark, N. J.; University 
of Pennsylvania School of Medicine, Philadelphia. 
1910; served during World War I and was awarded 
the Croix de Guerre, with two stars, and the Distin- 
guished Service Cross; on the emeritus staff, Harrison 
S. Martland Medical Center; served on the surgical 
staffs of St. Mary's Hospital in Orange, and St. 
Michael’s Hospital, where he died Feb. 7, aged 74, 
of cerebral hemorrhage. 

Cornfeld, Morris, Philadelphia; University of Pennsy]l- 
vania Department of Medicine, Philadelphia, 1908; 
on the staff of the Albert Einstein Medical Center; 
an associate member of the American Medical Asso- 
ciation; died Feb. 13, aged 70, of gastric cancer. 


Cummings, Glenn C. ® Rochester, N. Y.; University 
of Buffalo School of Medicine, 1927; local examining 
physician for inductees during World War II; member 
of the Rochester Academy of Medicine and the Roch- 
ester Pathological Society; fellow of the American 
College of Allergists; on the staff of the Genesee 
Hospital; died Feb. 5, aged 56, of coronary disease. 


Currie, Angus Bliss ® Groveton, Texas (licensed in 
Texas under the Act of 1907); died Dec. 28, aged 78. 


Davis, George Washington, Ottawa, Kan.; University 
Medical College of Kansas City, Mo., 1896; veteran of 
World War I; county health officer; died Jan. 26, aged 
88, of acute pulmonary edema. 


Davison, Seward Roland, Johnstown, Pa.; Jefferson 
Medical College of Philadelphia, 1905; an associate 
member of the American Medical Association; on the 
staff of the Conemaugh Valley Memorial Hospital, 
where he died Jan. 15, aged 76, of cerebral throm- 
bosis, arteriosclerosis, and pyelonephritis. 

Deppe, Arthur H. ® St. Louis; Washington University 
School of Medicine, St. Louis, 1910; specialist certi- 
field by the American Board of Psychiatry and Neuro- 
logy; veteran of World War I; on the staff of the 
Evangelical Deaconess Home and Hospital, where he 
died Jan. 17, aged 68, of arteriosclerotic heart disease. 


Dotterrer, Charles Brower, Boyertown, Pa.; Medico- 
Chirurgical College of Philadelphia, 1902; formerly 
city councilman; veteran of World War I; died Jan. 
22, aged 77, of chronic myocarditis. 


Ervin, Humphrey Newton, Colonel, U. S. Army, re- 
tired, Springfield, Va.; Ohio-Medical College of the 
University of Cincinnati, 1912;, service member of the 
American Medical Association; veteran of World War 
I and II; entered the regular army Sept. 8, 1920; re- 
tired March, 1947; returned to active duty from 
April 1, 1947 to Oct. 4, 1947; died Jan. 6, aged 73. 
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Evans, John Grant * New Hartford, lowa; State Uni- 
versity of lowa College of Medicine, lowa City, 1893; 
formerly mayor of New Hartford and school board 
member; on the staffs of the Sartori Memorial Hospital 
in Cedar Falls, and Allen Memorial and St. Francis 
hospitals; for many years surgeon for the Illinois 
Central Railroad; died Jan. 10, aged 90, of cerebral 
arteriosclerosis. 

Flynn, James Graham, Houston, Texas; University of 
Texas School of Medicine, Galveston, 1907; veteran 
of World War I; member of the Texas Medical Asso- 
ciation; fellow of the American College of Surgeons; 
clinical professor of surgery at Baylor University Col- 
lege of Medicine; on the visiting staffs of the Meth- 
odist and St. Joseph's hospitals; consultant, Hermann 
and Memorial hospitals; died in the Hermann Hos- 
pital Jan. 31, aged 71. 

Fox, John W., St. Petersburg, Fla.; Detroit College 
of Medicine, 1897; died Feb. 7, aged 85, of coronary 
occlusion. 


Franklin, Isidor Harold ® Jersey City, N. J.; Columbia 
University College of Physicians and Surgeons, New 
York City, 1912; veteran of World War I; on the staff 
of the Jersey City Medical Center; president emeritus 
and chairman of the board, Fairmount Hospital; died 
Jan. 26, aged 66, of pneumonia and cardiac failure. 


Japhe, Nathaniel Michel, Mays Landing, N. J.; Long 
Island College Hospital, Brooklyn, 1926; member of 
the Industrial Medical Association; served on the staff 
of the Sydenham Hospital in New York City; died 
Dec. 27, aged 52, of coronary occlusion. 


Johnson, David Ferdinand, Chunky, Miss.; College of 
Medical Evangelists, Loma Linda and Los Angeles, 
1937; certified by the National Board of Medical 
Examiners; served during World War II; formerly 
on the staff of the Madison Sanitarium and Hospital, 
Madison College, Tenn.; died Feb. 22, aged 52. 
McCain, William George ® Upper Darby, Pa.; Hahne- 
mann Medical College and Hospital of Philadelphia, 
1949; veteran of World War II; later a captain in the 
U. S. Naval Air Force Reserve; on the staffs of the 
Thomas M. Fitzgerald Mercy Hospital in Darby and 
the Hahnemann and Misericordia hospitals; died Jan. 
31, aged 31, of viral hepatitis. 

McCartney, Oliver Perry, Cheyenne, Wyo.; Gross 
Medical College, Denver, 1901; veteran of World War 
I; died Jan. 7, aged 87. 

McElligott, Joseph Arthur ® Milwaukee; Marquette 
University Schoo] of Medicine, Milwaukee, 1931; in- 
terned at Mercy Hospital in Oshkosh; at one time 
assistant superintendent of the Northern Hospital for 
the Insane in Winnebago; for many years physician 
with the maternal and child health bureau of the city 
health department; died Dec. 21, aged 54. 
McMahon, Francis Joseph, Oteen, N. C.; St. Louis 
University School of Medicine, 1925; on the staff of 
the Veterans Administration Hospital; service member 
of the American Medical Association; veteran of 
World War II; died in Rappolo, Italy, Jan. 1, aged 57, 
of pulmonary emphysema and myocardial insuff- 
ciency. 
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Mendel, Ernest, New York City; Ludwig-Maximilians- 
Universitat Medizinische Fakultat Miinchen, Bavaria, 
Germany, 1920; member of the Medical Society of the 
State of New York; died in the Wickersham Hospital 
Jan. 18, aged 61. 


Merchant, John Crapo, Nassau, N. Y.; Albany (N. Y.) 
\fedical College, 1903; died in Essex Junction, Vt., 
Jan. 14, aged 84. 


Miller, James Edison, Lieut. Commander, U. S. Navy, 
retired, Acampo, Calif.; Chicago College of Medicine 
and Surgery, 1916; entered the U. S. Navy in 1918; 
retired Nov. 1, 1934; service member of the American 
Medical Association; died Jan. 5, aged 66. 


Muench, William George, Syracuse, N. Y.; Bellevue 
Hospital Medical College, New York City, 1898; an 
associate member of the American Medical Associa- 
tion; past president of the Academy of Medicine of 
Syracuse; for many years physician to the Franciscan 
Fathers; on the staff of St. Joseph’s Hospital, where 
he died Jan. 9, aged 82, of congestive failure. 
Northrup, Laurance Curtis ® Tulsa, Okla.; University 
of Nebraska College of Medicine, Omaha, 1919; fel- 
low of the International College of Surgeons; at one 
time county physician; member of the staff of the 
Hillcrest Medical Center; died Jan. 24, aged 63, of 
cerebral thrombosis. 


Owensby, Oscar Monroe, Linden, Ala.; Ensworth 
Medical College, St. Joseph, Mo., 1909; formerly on the 
staff of the Mount Carmel] Hospital in Pittsburg, Kan.; 
veteran of World War I; died Dec. 26, aged 74, of coro- 
nary thrombosis. 


Pierson, Frank F. ® Wilmington, Del.; Hahnemann 
Medical College and Hospital of Philadelphia, 1891; 
draft examiner during World War I; once president of 
the staff of the Memorial Hospital, formerly known as 
the Homeopathic Hospital, which he originally joined; 
died Jan. 23, aged 87, of carcinoma of the stomach. 


Poole, Lewis Roy ® Easley, S. C.; Medical College 
of South Carolina, Charleston, 1925; member of the 
American Academy of General Practice; at one time 
health officer of Dothan, Ala.; veteran of World War II; 
on the staff of the Greenville General Hospital, where he 
died Jan. 9, aged 57, of carcinoma of the lungs with 
metastases. 


Powell, Charles M., St. Louis; Meharry Medical Col- 
lege, Nashville, Tenn., 1910; died Dec. 7, aged 84. 
Ray, Earl Bryning ® Bellflower, Calif.; College of 
Medical Evangelists, Loma Linda and Los Angeles, 
1929; certified by the National Board of Medica] Ex- 
aminers; member of the American Academy of General 
Practice; veteran of World War II; served as chief of 
staff at Long Beach (Calif.) Community Hospital; on 
the staffs of the Downey ( Calif.) Hospital and the Bell- 
wood General Hospital; died Jan. 5, aged 59, of coro- 
nary thrombosis. 

Renz, Herman Armand ® Chicago; Hessische Lud- 
wigs-Universitat Medizinische Fakultat, Giessen, Hesse, 
Germany, 1907; on the staff of the American Hospital; 
died Feb, 15, aged 76, of carcinoma of the lung. 
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Rockett, Fred William Boyd, San Antonio, Texas; 
Baylor University College of Medicine, Dallas, 1911; 
member of the American Academy of General Practice; 
died Oct. 9, aged 70. 


Taylor, Paul James, Philadelphia; Jefferson Medical 
College of Philadelphia, 1906; died Nov. 16, aged 82. 


Thompson, George W., Mount Vernon N. Y.; Howard 
University College of Medicine, Washington, D. C., 
1904; died in the Mount Vernon Hospital Jan. 15, 
aged 84. 


Thompson, Ross W., Erie, Pa.; Western Pennsylvania 
Medical College, Pittsburgh, 1902; an associate mem- 
ber of the American Medical Association; veteran of 
World War I; died Jan. 6, aged 79, of coronary throm- 
bosis. 

Tillotson, Joseph Elmer * Colusa, Calif.; Columbia 
University College of Physicians and Surgeons, New 
York City, 1929; certified by the National Board of 
Medical Examiners; fellow of the American College of 
Surgeons; for many years surgical director of the Col- 
usa Memorial Hospital; died in the Mercy Hospital, 
Sacramento, Jan. 21, aged 53, of injuries resulting 
from an automobile accident. 


Williams, Carl Alonzo ® St. Petersburg, Fla.; Hahne- 
mann Medical College and Hospital of Philadelphia, 
1895; past-president and for many years member of 
the Florida State Board of Medical Examiners; for 
many years practiced in New London, Conn., and in 
Worcester, Mass.; died in the Lawrence and Me- 
morial Associated Hospitals, New London, Conn., 
Dec. 24, aged 84, of arteriosclerotic heart disease and 
popliteal aneurysm. 

Williams, John Wesley, Ingomar, Miss. (licensed in 
Mississippi in 1908; died in the Shands Hospital, New 
Albany, Jan. 21, aged 86. 

Woodward, Mortimer Lee * San Angelo, Texas; Uni- 
versity of Tennessee College of Medicine, Memphis, 
1922; died in Lampasas Dec. 6, aged 71. 

Yazel, Herman Eugene * Kansas City, Mo.; Ensworth 
Medical College, St. Joseph, Mo., 1907; member of the 
American Academy of Ophthalmology and Otolaryn- 
gology; served in France during World War 1; died in 
the Trinity Lutheran Hospital Jan. 19, aged 76, of 
cerebral hemorrhage, arteriosclerosis, and diabetes 
mellitus. 

Young, Ruth Marie * Sharples, W. Va.; University of 
Pennsylvania School of Medicine, Philadelphia, 1951, 
served an internship at the Hospital of the University 
of Pennsylvania in Philadelphia; certified by the Na- 
tional Board of Medical Examiners; president and 
formerly secretary of the Boone County Medical So- 
ciety; died Feb. 9, aged 30, of asphyxiation and burns 
suffered during a fire, apparently caused by smoking 
in bed. 

Young, Simon J. * Kendallville, Ind.; Harvey Medical 
College, Chicago, 1902; fellow of the American Col- 
lege of Surgeons; served on the staff of the McCray 
Memorial Hospital; died Jan. 13, aged 88. 
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FOREIGN LETTERS 


BRAZIL 


Eosinophilic Skeletal Granuloma.—Dr. Lamartine 
Paiva and co-workers (Rev. Hosp. clin. 11:388, 1956) 
reported on the treatment with corticotropin of 
eosinophilic granuloma in bones. In a total of 450,000 
patients admitted to the hospital since it opened, 
there were 10 with xanthomatosis. These cases were 
classified as follows: five cases of eosinophilic granu- 
loma of the skeleton, one fatal case of Letterer-Siwe’s 
disease, and four cases of chronic idiopathic xantho- 
matosis. Of these 10 patients, 2 with eosinophilic 
granuloma were treated with corticotropin and one 
with chronic idiopathic xanthomatosis was treated 
with cortisone. The rest of the patients were treated 
by irradiation and operation. The 10 patients reviewed 
by the authors belong to a series of only 15 patients 
with xanthomatosis reported in the Brazilian literature 
between 1930 and 1954. 

The new case of eosinophilic granuloma reported 
by the authors was that of a 3-year-old child with a 
purulent discharge from the left ear and an elastic 
bulging of the right frontoparietal region. Incision of 
this bulging yielded a purulent material supposedly 
from an infection of the scalp. With the tentative 
diagnosis of chronic cholesteatomatous mastoiditis of 
the right side, a mastoidectomy was performed. Great 
destruction of the osseous tissues of the mastoid 
process was found, with exposure of the meninges 
and the lateral sinus, the cavity being filled by granu- 
lomatous tissue. Microscopy revealed a chronic non- 
specific inflammatory process without signs of osseous 
neoplasm. Other laboratory tests failed to reveal any 
specific process. Roentgenograms showed osteolytic 
lesions of the right frontal, parietal, and temporal 
bones. A biopsy specimen of the parietal lesion was 
found to contain eosinophilic granulomatous tissue. 
The patient was given a total of 210 units of corti- 
cotropin intramuscularly in 24 days. After a six-month 
interruption of the treatment, the patient was read- 
mitted to the hospital in about the same condition as 
on his previous admission and the treatment was 
resumed; 2,710 units of the hormone was given in 
128 days. A marked improvement was obtained, as 
demonstrated by roentgenograms taken two and four 
months after the patient’s discharge from the hospital. 


Translumbar Aortography in Urology.—Although the 
radiologic visualization of the abdominal viscera was 
introduced by R. Santos in France between 1925 and 
1931, it was rarely, if ever, used in Brazil until re- 
cently. Dr. G. Campos Freire and co-workers (Rev. 
paulista med. 49:321, 1956) reported its use in a se- 
lected group of patients. It was not used on those 
with uremia, poor general condition, or an idiosyn- 
crasy to iodine. It was used on those in whom (1) the 
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diagnosis could not be made by routine methods; 
(2) the urologic diagnosis had been made but aortog- 
raphy was expected to give supplementary informa- 
tion; and (3) aortography could theoretically furnish 
useful information about renal function based mainly 
on the radiologic findings in the renal arteries. The 
authors’ series consisted of 10 patients between the 
ages of 18 and 68 years (average, 28 years ). One had 
a horseshoe kidney; one, a polycystic kidney; two, 
hematuria with a negative excretory urogram (hydro- 
nephrosis due to extrinsic ureteral obstruction with 
retroperitoneal organized hematoma in one and renal 
block by ureteral obstruction due to a tumor of the 
bladder in the other); two, unilateral hypertensive 
nephropathy (hypoplastic kidney in one and _ pvelo- 
nephritic contracted kidney in the other ); one, a renal 
tumor; one, hydronephrosis; and two, retroperitoneal 
tumors (a lipoma in one and a cystic teratoma in the 
other ). 

The authors believe that the procedure is useful 
in the study of patients with unilateral kidney disease 
with hypertension (kidney disease unassociated with 
extreme cardiac decompensation), anomalies, and 
vascularization of kidney tumors. Above all, they 
emphasize the importance of the method in evaluating 
the reserve power of the kidney with obstruction. In 
some cases, they performed conservative operations 
on the kidney supported only by the vascularization 
seen by means of serial lumbar aortography. They 
emphasize also the value of the procedure in the study 
of retroperitoneal tumors. 


Drainage of the Bile Ducts.—Dr. Plinio Bove and 
co-workers reported to the Associagéo Paulista de 
Medicina on surgical drainage of the bile ducts in a 
series of 348 patients. Comparing the results with 
different procedures, they pointed out the good results 
obtained with Kehr’s sound, especially when the 
instrument is made of soft latex, and the poor results 
of transpapillary drainage. At first they used a longi- 
tudinal incision of the choledocus, but now they 
prefer a transverse incision. The fixation of the sound 
on the skin has the disadvantages that it may damage 
the duodenum and _ produce angulation of the 
choledocus during inspiration. The speakers’ standard 
procedure consists of stitching the bed of the gall- 
bladder to the sound, thus avoiding fixation on the 
skin. Indications for drainage include cholangiitis. 
acute and chronic cholecystitis, perforation of the 
gallbladder, acute pancreatitis, and pseudocysts and 
tumors of the bile ducts. The serum bilirubin level, 
after an early increase, begins to fall about the 8th 
day and becomes low about the 20th. 


DENMARK 


Suicide Among Middle-aged Men.—Nordisk medicin 
for Jan. 3 quotes Danish investigations reported on at 
a recent life insurance congress. Up to the age of 50) 
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about half of all the deaths among men were due to 
accidents or suicides, and for those men between the 
ages of 30 and 40 suicide was numerically the most 
important cause of death, being responsible for 22% 
of all deaths, while accidents accounted for 19%. 
These figures refer to the period 1951 to 1953, during 
which 43% of all the deaths among males between the 
ages of 10 and 20 years were due to accidents, while 
the corresponding figure for suicides was 7%. Between 
the ages of 20 and 30, 34% of all the deaths were due 
to accidents and 19% to suicides. Between the ages of 
10 and 50, 10.5% of all the deaths were due to acci- 
dents and 14.5% to suicides. In this last age group two 
other causes of death began to be prominent, with 23% 
of the deaths due to cancer and 19% to heart disease. 
Accidents and suicides figured more prominently in 
the period 1951 to 1953 than in any earlier period 
during the past 30 years. With traffic accidents large- 
ly responsible for the rise in the accident death rate, 
one might have expected this rate to be higher for 
men in towns than in the country, but in the period 
under review the accident death rate was about 30% 
higher in the country than in towns for men up to the 
age of 35; after 35, this inequality was reversed. The 
suicide death rate, however, was much higher in towns 
than in the country. For women, accidents and suicides 
caused comparatively few deaths. 


Prognosis of Fracture of the Femur.—At a recent meet- 
ing of the Danish Surgical Society, Dr. H. Jensenius 
gave an account of a follow-up investigation of pa- 
tients with fracture of the neck of the femur treated 
by osteosynthesis. Of the 213 patients discharged from 
the hospital, 105 were still alive at least five years 
later. A follow-up examination of 99 of these patients 
showed that 27 had developed necrosis of the femoral 
head, which in 3 was associated with pseudarthrosis. 
In 18 patients the necrosis was total, and in 9 it was 
partial. The necrotic head had collapsed in 20. In 
view of the age of the patients and the comparatively 
long observation period, the late mortality of 51% in 
this series of patients was not significantly greater than 
for the community as a whole at the same age. When 
the material was split up so as to shorten the observa- 
tion period and deal only with patients under the age 
of 75, the death rate exceeded the normal. In 76% of 
the total, the ultimate result could be regarded as 
good, while in 16% there was moderate and in 8% 
severe discomfort. In 67% of the patients with necro- 
sis the results were poor. Discussing the comparative 
merits of conservative and operative treatment in the 
light of the literature on the subject, Jensenius con- 
cluded that the operative treatment is preferable and 
that operative technique other than that followed in 
his hospital does not promise better results than his 
own. 


Sale of Vitamins.—About 170 different vitamin prepa- 
rations are on sale in Denmark. Hitherto the position 
has not been quite clear with regard to whether they 
come under the apothecary law restricting the sale of 
certain drugs to duly qualified druggists or whether 
they may be sold over the counter in any shop. In 1954, 
the government limited the sale of certain vitamin 
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preparations to druggists. The cudgels were then tak- 
en up by a grocer whose protest came up to the final 
court of appeal, which in January, 1957, decided in his 
favor. This means that vitamin preparations may now 
be sold by grocers. This judgment is not likely to be 
final, and decisions will yet have to be made drawing 
the line between vitamin preparations that act as 
drugs and vitamin preparations that are nothing more 
than articles of food. An editorial in Ugeskrift for 
leeger for Feb. 14 reminds grocers that the court of ap- 
peal expects them to show a high sense of responsibil- 
ity in this matter. 


Resistant Micrococci.—A study of Micrococcus pyo- 
genes var. aureus has been published in book form by the 
Dansk Videnskabs Forlag. It is a doctoral thesis, and 
its author, Dr. Flemming Lund, has undertaken a com- 
prehensive survey of the behavior of this organism in 
eight hospitals in Copenhagen. He has tested its sensi- 
tivity to penicillin, streptomycin, chlortetracycline, ox- 
ytetracycline, and chloramphenicol. Serving as con- 
trols were various persons not living in the hospitals. 
During 1952 and 1953 cultures were taken from the 
nasal mucosa of 583 persons serving on hospital staffs. 
In one hospital, 67% of the nurses were carriers of 
Micrococci, all of which were found to be penicillin- 
resistant and 44% of which were resistant to strepto- 
mycin and chloramphenicol. The carrier rate varied 
somewhat in the different hospitals and according to 
whether the nurses were newcomers or had worked 
in the hospital for some time. When 41 permanent 
Micrococcus carriers were examined, both while at 
work in the hospital and after a vacation of two to 
three weeks, the carrier rate was reduced from 100% 
to 35% and the penicillin-resistant strains from 77% to 
33%. A study of the use of chemotherapeutic drugs 
in the different hospitals suggested that the risk of the 
development of multiresistant strains of Micrococci 
rises with the degree of such use. It would also seem 
that several Danish hospitals constitute a definite 
reservoir of resistant organisms, whose numbers are 
increased from new hospital infections. The employ- 
ment of broad-spectrum antibiotics has meant at pres- 
ent the development of totally resistant strains of 
Micrococci in several hospitals. In Lund’s opinion, 
hospital infections with resistant Micrococci can best 
be combated by prophylactic measures. 


FRANCE 


Pharmaceutical Mixtures Assessed by Vestibular 
Chronaxy.—G. Mouriquand and co-workers (Presse 
méd. 65: 6, 1957) had previously demonstrated the 
existence of two types of drugs as regards their action 
on vestibular chronaxy: one type causing it to increase, 
and the other causing it to decrease. The authors 
opposed the chronaxy-diminishing action of calcium 
glutamate to the chronaxy-elevating action of vitamins 
B, and C. They thus achieved a chronaxial balance. 
Storage in a tight container of this balanced mixture 
for about one year did not alter it nor did its direct 
exposure to air. On the other hand, the authors’ pre- 
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vious experiments using solutions of thiamine hydro- 
chloride and ascorbic acid had shown these to be 
markedly altered in their action on vestibular chronaxy 
after being in contact with air (elevating power 
changed to reducing power), but with no apparent 
modification of their therapeutic action. They observed 
that thiamine (simple or lyophilized) withstands this 
modification of the chronaxy by air better in the pow- 
dered form. It seems preferable, therefore, in the case 
of long storage, to use a fresh solution of the powder 
rather than an old solution. 


Cardiac Surgery.—H. Laborit and co-workers (Presse 
méd. 65: 81, 1957) summarize the biological principles 
on which they based their experiments in intracardiac 
surgery with the bloodless heart under artificial hiber- 
nation. Under normal body temperature, facilitated by 
a massive supply of dextrose, the heart usually may be 
resuscitated after a circulatory arrest of 15 minutes’ 
duration. The metabolic depression due to hypother- 
mia and general anesthetics seems to make resuscita- 
tion difficult by preventing the discharge of sodium 
from the cell and the reintegration of potassium. This 
concept prompted the authors to reduce the sodium 
level during hypothermia and to increase the potas- 
sium level, keeping it only relatively low in spite of 
the various hypokaliemia-inducing factors (neuro- 
plegics, insulin, and dextrose). At body temperatures 
they increase the concentration of carbon dioxide in 
the inhaled gases, with a view to favoring the dissocia- 
tion of oxyhemoglobin, whereas, up to 25 C (77 F), 
on the contrary, hyperventilation facilitates the elimi- 
nation of sodium. Cardiac and pulmonary resuscitation 
following a clamping of 25 to 41 minutes’ duration 
and right ventriculotomy is rendered possible by giving 
hypertonic dextrose, clamping the descending thoracic 
aorta, and electric defibrillation. Of 22 animals oper- 
ated on at temperatures between 15 and 22 C (59 and 
71.6 F), 14 survived more than two days and 8 that 
survived for a shorter period might have been saved 
by better postoperative treatment. 


Neuromuscular Excitability—M. Albeaux-Fernet and 
co-workers (Presse méd. 65: 61, 1957) report that 
neuromuscular excitability, as studied in relation to the 
duration and intensity of an electric stimulus, depends 
on the adrenals. The excitability varies in relation to 
such local anatomic factors as thickness of the skin, 
subcutaneous edema, and increase of the panniculus 
adiposus. Such nervous and muscular disorders as 
alcoholic polyneuritis, paraplegia, and monoplegia pro- 
duce typical modifications in excitability. Alterations 
in excitability due to endocrinometabolic factors de- 
pend on the potassium level, but not exclusively. Hypo- 
excitability results from exogenous hypercorticism 
following treatment with corticoids; the endogenous 
hypercorticism of adrenal cortical hyperfunction (Cush- 
ing’s syndrome) with its negative potassium balance 
and hyperexcitability results from hypercorticism with 
potassium retention. Increase in potassium concentra- 
tion does not indefinitely augment the excitability; po- 
tassium intoxication, exacerbations of adrenal cortical 
hypofunction, and massive overload of the muscle with 
potassium in the course of periodic paralysis tend to 
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reduce excitability, just as does an extreme potassium 
depletion. There is a parallelism between the electro- 
cardiogram and neuromuscular excitability, the latte: 
being a delicate index of modifications in kaliemia and 
tissular metabolism of the potassium ion, the evaluation 
of which is clinically difficult. Myxedema is accom- 
panied by a diminution in excitability of nerves and 
muscles. Hyperthyroidism may be associated with 
neuromuscular hyperexcitability. 


Response of the Adrenal Cortex in Manic-Depres- 
sive Crises.—H. Faure and co-workers (Presse méd. 
65:65, 1957) investigated the possible correlations be- 
tween the response of adrenal cortex to stimulation 
with corticotropin and biological reactions subsequent 
to electric shock in manic-depressive crises. They 
attempted to show that this correlation may allow the 
prediction of the effects of electreshock therapy. Twelve 
patients with acute manic and depressed states were 
studied. Each patient received 25 mg. of corticotropin 
parenterally and subsequently a series of six electro- 
convulsive shocks. There was a true correlation be- 
tween the biological responses of the adrenal cortex 
after the administration of corticotropin and the clinical 
results due to shock therapy. The patients who re- 
sponded most abnormally, biologically, to corticotropin 
before the treatment and to electroshock during the 
treatment were those who showed the most favorable 
clinical result, and vice versa. 


Experimental Hypothermia and Allergy.—Vukobra- 
tovic and Bata (Presse méd. 65: 7, 1957) state that 
hypothermia produces a favorable and protective effect 
against phenomena induced by the action of those 
substances that release histamines. As a rule, in experi- 
mental animals the level of the plasma histamine 
following injection of a histamine-liberator during the 
course of hypothermia is lower than that in normal 
animals, Such experimental facts have a bearing on the 
use of artificial hypothermia in patients in whom there 
is an endogenous release of histamine (snake bite, 
stings of insects and arthropods, and opiate poisoning). 
When rats were injected with a dextran solution dur- 
ing induced hypothermia, they showed no external 
signs and their plasma histamine level did not rise so 
high as that of the control animals, In allergic patients 
in whom focal hypothermia is effected there is no in- 
tradermal reactions to histamine and allergens. Con- 
versely, these reactions become positive under normal 
conditions of body temperature. 


Antituberculous Activity of Sulfoniazide.—Bariety 
and Choubrac (Presse méd. 65:21, 1957) report that 
sulfoniazide, a new antituberculous agent, acts as a 
molecule and not by the release of isoniazid. It is well 
tolerated. Of 31 tuberculous patients treated with this 
drug, 13 showed significant radiologic clearing of pul- 
monary lesions and clinical improvement. Only six 
were classed as therapeutic failures. 


Splenic Infarcts.—R. Poinso and co-workers (Presse 
méd. 65:84, 1957) report that splenic infarcts are due 
to an obstruction by an embolus or a thrombus in the 
main stem or terminal branches of the splenic artery. 
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They are characterized by sudden pain in the right 
hypochondrium, fever, and increasing splenomegaly. 
They may be divided into those occurring in the 
course of (1) polycythemia vera and mitral stenosis 
and other cardiac diseases; (2) certain infections or 
parasitic diseases; (3) hemopathies, especially those 
associated with malignancy; and (4) thromboembolic 
diseases. Pathologically they may be classified as red 
or white. Massive primary infarcts, especially those 
seen in thromboembolic disease, begin with agonizing 
pain in the left hypochondrium and a rise in tempera- 
ture. The patient appears acutely ill. The presence 
of a polymorphonuclear leukocytosis suggests a splenic 
abscess. Secondary infarcts occurring in the course 
of cardiac disease are due to an embolus or splenic 
endotheliitis. The presence of a large spleen in a 
patient with mitral stenosis is always indicative of an 
infarct. The death rate in patients with splenic infarc- 
tion is about 40%. The treatment is nearly always 
surgical. 


New Hypoglycemic Agent.—At the meeting of the 
Medical Society of Hospitals in Paris, in January, 
Félix Ramond reported that he had discovered a non- 
toxic hypoglycemic drug that may be taken by mouth. 
Having noticed that diabetes among natives of Mo- 
rocco was sometimes cured by a mysterious powder, 
the composition of which was jealously guarded, he 
had been able to identify it as the powdered leaves 
from the avocado and determined that only dried 
leaves covered with Fungi Imperfecti had any power. 
This mould is easy to produce and is without antibiotic 
power. Given three times a day in 150-mg. doses, it 
can effect a lowering in glycosuria within six days. 


Inoculation Trypanosomiasis.—Gallais and Collomb 
(Presse méd. 65:155, 1957) report that African 
trypanosomiasis, after a course of variable duration, 
ends in a severe encephalitis in which there is a con- 
trast between the psychic, neuroendocrine disorders 
on the one hand and the absence of focal neurological 
signs on the other hand. Clinical observation of the 
patient has revealed a natural psychic “dissolution,” 
formerly sought as a treatment for schizophrenia. For 
this reason the authors inoculated 23 severely psy- 
chotic patients, most of whom were schizophrenic, 
with Trypanosoma gambiense. They concluded that, 
if the patients are closely observed, the method is not 
hazardous. In some patients lasting cures were ob- 
tained after failure of other methods. 


Cancer of the Colon.—J. Delarue and co-workers 
(Presse méd. 65:2164, 1957) state that malignant 
tumors of the colon are profusely vascularized. This is 
confirmed by the frequency of hemorrhages from the 
cancerous tissues. The new-formed network does not 
show an anarchic irregular structure as generally be- 
lieved. Vascular trees as a clearly segmented structure 
may be seen. These vascular trees are attached to an 
arterial pedicle directly connected to the peripheral 
vascular system, with arteriovenous anastomoses in 
the vicinity of the pedicle. The modifications of the 
circulatory system in carcinomas should not be re- 
garded as resulting from a mere reaction related to 
the disordered growth of the tumorous cells. It would 
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appear that the preexisting circulatory system plays a 
leading role in impressing on the growth of the neo- 
plasm an arrangement quite different from that of 
normal tissues but one in which an “organoid” struc 
ture is to be found. 


Thromboelastography.—Benhamou and Griguer 
( Presse méd. 65:2157, 1957 ) state that thromboelastog 
raphy is a simple and easy technique that is helpful 
in the study of hemophilia, hemogenia, congenital or 
acquired hypoconvertinemia, obstetric and surgical 
afibrinogenemia, arterial or venous thrombosis, hypo- 
coagulability (either spontaneous or due to anticoagu 
lants ), cirrhosis, malignant hemopathy, and_ possibly 
all diseases associated with disorders of clotting. The 
thromboelastograms from patients with hemophilia, 
hemogenia, and thrombophilic syndromes have a char- 
acteristic, immediately recognizable appearance. Those 
of patients taking anticoagulants are also typical and 
give us a better understanding of the action of the 
anticoagulants. When they are considered with the 
other coagulation tests they aid in the proper treatment 
of arterial or venous thrombosis. 


Neurological Manifestations in Acute Porphyria.—In 
La presse médicale (2:2, 1957), Bonduelle and co- 
workers reported that acute porphyria is less rare than 
is thought. Since 1951, they have observed seven pa- 
tients with this disease, six of whom had polyneuritic 
forms. The disease follows a cyclic course, with a pre- 
paralytic period characterized by severe digestive 
symptoms, insomnia, mental disturbances and urinary 
symptoms. Paralysis appears between the 30th and 40th 
days and reaches its maximum intensity 5 to 10 days 
later. Death from respiratory paralysis may occur. If it 
does not occur within one to four weeks, a regression 
occurs that ends, after some months, in a complete re- 
covery. Bouts of mental and digestive symptoms may 
mask the regular cyclic evolution of the disease. Al- 
though artificial respiration may improve the prognosis 
in patients with this condition, it is still a disease 
that threatens life. 


Intratubal Injections.—Bret and Legros (Presse méd. 
65:2197, 1957) report on the treatment of various 
lesions of the oviducts with antibiotics combined with 
uterotubal injections of hydrocortisone. This treatment 
in patients with acute or subacute infection, including 
tuberculosis, prevented the formation of fibrosis, per- 
mitting reestablishment of tubal patency following 
tubal pregnancy, and reduced the number of opera- 
tions for removing the painful tubal masses. These 
results, however, can be obtained only when the treat- 
ment is applied early. 


INDIA 


Glucose Tolerance Tests in Cholera.—S. Banerjee and 
co-workers (Indian J. M. Res. 45:1, 1957) undertook a 
study of the utilization of dextrose by patients with 
cholera, since earlier reports by other authors on the 
blood sugar values of such patients were contradic- 
tory. An intravenous glucose tolerance test was per- 
formed on 22 patients with cholera and on 8 with 
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gastroenteritis as soon as the patients were admitted 
to the hospital and before any specific treatment was 
given. Inorganic blood phosphorus values were also 
determined before and after administration of dex- 
trose. Most of the patients had initial hyperglycemia, 
but a few had normal blood sugar levels. After the 
intravenous injection of dextrose, the blood sugar 
values rose, but two hours after the injection they 
came down, in most cases, below the initial level. 
The inorganic phosphorus level of the blood was high 
in all patients, and there was no correlation between 
the blood sugar and inorganic phosphorus levels after 
the injection of dextrose. The authors recommend 
intravenous administration of dextrose in performing 
a tolerance test. The study showed that, in spite of 
hyperglycemia, these patients can utilize dextrose. The 
patients suffering from gastroenteritis behaved simi- 
larly, thus indicating that the changes in the blood 
sugar and inorganic phosphorus levels observed were 
not specific for cholera. 


Malnutrition in School Children.—Nutrition surveys 
conducted by the Urban Health Center under the joint 
auspices of UNICEF and the Union Government re- 
vealed that many school children in India suffer from 
malnutrition. The results of these surveys will help to 
ascertain the correct diet for these children. Surveys 
carried on in West Bengal revealed that the diet of 
many school children was deficient in vitamin B com- 
plex. To obtain an idea of the nutritional status of 
the school children of an urban area in Calcutta, the 
survey covered 345 children between the ages of 6 
and 12 years in a local school representing different 
economic levels. The most common deficiency found 
among the children was that of vitamins A and C and 
protein. About 23.5% of the children suffering from a 
deficiency of vitamin B complex had such disorders 
as decayed teeth and glossal ulcers. One of the most 
important points that came to light was the high in- 
cidence of various deficiencies among children who 
came from families of good economic status. These 
were attributed to the absence of a controlled diet 
and the freedom to consume foodstuffs from vendors 
and shops. Surveys carried out in other states revealed 
that in Bihar the children suffered from diseases re- 
sulting from vitamin A deficiency. In East Punjab, 
rickets and simple goiter were the most common 
manifestations of deficiency. In Orissa and Madhya 
Pradesh most children showed deficiency of one form 
or other. 


Cooperative Milk Unions.—Plans for the development 
of the milk industry have been included in the second 
Five-Year Plan. These plans envisage 36 cooperative 
milk unions for the supply of milk to urban areas by 
procuring milk from surrounding villages; establishing 
colonies for milch cattle, large dairies for improving 
the milk supply to those cities, 12 cooperative rural 
creameries, and 7 milk-products factories; expanding 
existing dairies; and establishing milk boards. 


Cerebral Tuberculoma.—B. Ramamurthi (Indian Jour- 
nal of Surgery, Dec., 1956) states that in a series of 
476 suspected intracranial tumors 15.1% were tubercu- 
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lomas. Tuberculous infection of the nervous system is 
secondary to a primary focus elsewhere in the body 
and is probably hematogenic. Tuberculomas have usu- 
ally been found in patients who are better nourished 
than most tuberculous patients. Most of them have 
occurred. without the patient having had any previous 
history of tuberculous meningitis. About half the pa- 
tients gave a history of pulmonary tuberculosis or 
contact with a tuberculous patient, and 25% showed 
evidence of tuberculosis elsewhere in the body. The 
diagnosis was presumptive, but in 80% of the patients 
it proved correct. Roentgenograms of the skull occa- 
sionally showed a calcified area, but this is not common. 
Roentgenograms of the removed specimens showed 
much more obvious calcification. The tuberculomas 
occurred either under the meninges or inside the brain 
substance. There was no definite plane of cleavage 
betweer the brain and the tuberculoma. Histologically 
giant cell systems were not encountered as often as in 
tuberculous lesions elsewhere in the body. They were 
commonest in the younger age group, the incidence 
declining with age. The tuberculoma occasionally 
ruptured into the subarachnoid space or the ventricles 
and set an attack of acute tuberculous meningitis. In- 
dications for operation were (1) progressively increas- 
ing intracranial pressure; (2) neurological disability; 
and (3) absence of response to antibacterial agents. 
Total removal is possible and results of the operation 
were good when streptomycin was given preoperative- 
ly and postoperatively. 


Reserpine and Diabetes.—Menon and Ramakrishnan 
( Antiseptic, Feb., 1957) state that psychic or physical 
trauma can accelerate the appearance of latent dia- 
betes in a hereditarily predisposed person, especially 
in association with infection, obesity, lack of exercise, 
or excessive eating. Rauwolfia serpentina has found a 
useful place in the control of stress factors and of the 
agitation caused by emotions and also in the treat- 
ment of mental disorders. In view of its antistress 
properties, it was given to 24 patients with diabetes 
who were selected irrespective of their age and dura- 
tion or severity of their condition but with regard to 
some definite psychic trauma or stress factor. A glucose 
tolerance test was made before starting the treatment. 
The patients were hospitalized and given the maxi- 
mum-calorie diabetic diet. Blood sugar determinations 
were made every four days to ascertain changes in its 
level. Two tablets of 5 mg. each were given three 
times daily for a month. No other drug was adminis- 
tered during this period. No appreciable change was 
seen in the blood sugar level, except in two patients 
with juvenile diabetes whose level showed a definite 
increase. Urinary sugar remained the same in 17 pa- 
tients and showed a significant reduction in the rest. 
Total urinary output and frequency of micturition 
were reduced in all but four. Polydipsia was also de- 
creased. In 16 patients there was a definite sense of 
psychological well-being. No serious side-effects were 
noticed. This drug thus had no definite effect on the 
blood sugar level, but it may occasionally be used as 
an adjunct in selected cases associated with definite 
stress in view of the psychological improvement pro- 
duced after its administration. 
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UNITED KINGDOM 


Vaccination Against Poliomyelitis with Live Virus 
Vaccines.—In the British Medical Journal on Jan. 12, 
D. S. Dane and co-workers report that they tested 
vaccines made from TN type 2 and SM type | attenu- 
ated poliomyelitis virus. The first was found to be non- 
cytopathogenic in monkey-kidney-tissue culture and 
to produce no paralysis when inoculated intracere- 
brally into monkeys. Excreted fecal virus was found to 
be cytopathogenic and to cause severe paralysis 
when inoculated intracerebrally into monkeys. The 
laboratory characteristics of attenuation shown by TN 
type 2 virus that made it appear suitable for trial as a 
vaccine are not maintained after multiplication in the 
human intestine. The SM type 1 virus was shown to 
spread within a normal family living under normal 
conditions of hygiene after the vaccination of one 
child in the family. SM fecal virus was found to cause 
paralysis in some monkeys inoculated intracerebrally, 
whereas monkeys inoculated by this route with SM 
vaccine virus were not paralyzed. Although the TN and 
SM strains are not yet acceptable for mass immuniza- 
tion, this does not mean that suitable strains will not 
be developed. The authors believe that the minimum 
requirements for an attenuated poliomyelitis vaccine 
are as follows: 1. The vaccine virus and any excreted 
virus should be intracerebrally avirulent for monkeys 
and perhaps also intraspinally avirulent; intracerebral 
avirulence alone may be acceptable provided the other 
requirements are fulfilled. 2. The virus should not be 
transmissible from vaccinated to nonvaccinated per- 


sons. 3. It and any of its progeny that are excreted 
should have some marker that differentiates them from 
the naturally occurring wild strains of virus. 4. It pref- 
erably should not multiply in the throat. 5. It should 
prevent paralytic poliomyelitis in those who are sus- 
ceptible. (This may not require 100% antibody re- 
sponse in vaccinated persons. ) 


Novel Cardiac Operation.—An operation to remove 
a tumor of the heart was successfully performed at 
Southampton Chest Hospital. It is believed to be the 
first successful operation of its kind. The patient, a 
25-year-old man, had a benign tumor in the left side of 
the heart. He had been operated on 10 days earlier, 
but when the surgeon discovered the position of the 
tumor, he decided to close the incision and perform an- 
other operation later from the opposite side. In pre- 
vious operations throughout the world the approach to 
such a growth was made through the left side of the 
heart. Such operations have always failed. At South- 
ampton the approach was made from the right side. 
It meant that the septum between the left and right 
sides had to be opened and closed again after the 
tumor was removed. The patient had complained two 
years earlier that he was subject to blackouts. He has 
now made an uneventful recovery. 


The Breath in Acute Leukemia.—Dr. E. K. Black- 
burn (British Medical Journal, Jan. 19, 1957) calls 
attention to a new clinical sign consisting of a peculiar 
sweet odor of the breath found in 73 patients with 
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leukemia (51 acute and 22 chronic cases). It was pres- 
ent in 12 of the patients with acute leukemia without 
obvious clinical involvement of the gums, mouth, or 
upper respiratory and alimentary tracts. In six of these, 
there were signs and symptoms, such as splenomegaly, 
to suggest the true diagnosis, while ordinary clinical 
examination of the other six (other than the finding of 
halitosis ) was unrewarding, and only after examination 
of the blood and bone marrow could the diagnosis be 
confirmed, 


Monilial Vaginitis—In the British Medical Journal 
of Jan. 19, Jennison and Llywelyn-Jones describe the 
results of a clinical trial on patients with monilial vag. 
initis treated with nystatin and also with gentian violet 
Of 53 women with the disorder treated by means of a 
new type pessary containing 100,000 units of nystatin, 
47, or 88%, were free from infection one week after 
treatment. Of 36 treated with gentian violet, only 17, 
or 47%, were cured, Of a group of 18 who had not 
responded to gentian violet, 16 were cured with nys- 
tatin. In the patients seen four weeks after treatment, 
the relapse rate was 46% in those treated with gentian 
violet and 21% in those treated with nystatin. No side- 
effects or local discomfort occurred with nystatin, 
whereas six of the women treated with gentian violet 
had a reaction that made it necessary to stop treat- 
ment, One patient was given nystatin only by mouth, 
with an apparent cure. 


Discrimination Against Physicians.—A circular to hos- 
pital authorities states that the Minister of Health pro- 
poses to follow the recommendation of the Guillebaud 
Committee that medical membership of regional hos- 
pital boards should normally not exceed 25% and that 
he has asked the boards to do the same when making 
appointments to hospital management committees. 
Special considerations apply to boards of governors, 
where provision has to be made not only for nomina- 
tion of members by the hospital medical staff but also 
for nomination by the university (whose nominees may 
also be medical ). Nevertheless, the Minister asks that 
regional hospital boards should secure a reasonable 
balance of lay representation when making nomina- 
tions for membership of boards of governors. 


Olympic Award.—The International Olympic Com- 
mittee has awarded the 1956 Fearnley Cup to the Stoke 
Mandeville Games in recognition of the outstanding 
services of the International Sports Movement for the 
Paralyzed to the Olympic movement. The Fearnley 
Cup is awarded annually to a sports organization in 
some country; this is not only the first time the cup has 
been won by Great Britain, but also the first time it has 
been awarded to a sports organization for the disabled. 
The International Sports Movement for the Paralyzed 
was the creation of Dr. L. Guttmann, director of the 
National Spinal Injuries Center Mandeville Hospital, 
Aylesbury. At the first Stoke Mandeville Games in 
1948 there were 16 competitors, all from Great Britain; 
by 1952 the Stoke Mandeville Games had become 
international. At the 1956 games no fewer that 300 
paralyzed competitors from 19 different nations partici- 
pated. 
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Heavy Fine on Physician Urged.—The Minister of 
Health has been asked to inflict a heavy fine on a 
Salford family physician who issued National Health 
Service prescriptions to private patients. He admitted 
to the local medical service committee that the irregu- 
lar issue of health service prescriptions had been going 
on since the health service started in 1948, The com- 
mittee took a serious view of the manner in which his 
practice had been conducted and concluded that it had 
been his policy to use the National Health Service for 
the retention of the private practice he had enjoyed 
before 1948. The medical service committee in Surrey 
recommended that another physician be censured and 
have $280 withheld from his pay. It reports that when a 
man fell and fractured his skull, this physician, living 
a mile and a half away, failed to attend him until nine 
hours later. By then, the man had died. 


Deaths from Poliomyelitis Among Physicians.—Doll 
and Hill have shown that physicians between the 
ages of 25 and 45 years are at special risk of dying 
from poliomyelitis (Brit. M. J. 1:372, 1957). There are 
nearly 10 times as many deaths from the disease 
among physicians in this age group as there are in the 
general population in the same age group. Physicians 
who die from poliomyelitis are relatively young. One 
possible explanation is that persons in the higher so- 
cial classes have a greater chance of contracting 
poliomyelitis, although there is no statistical evidence 
to support this belief. 


Physicians Seek Alternative Health Plan.—Many phy- 
sicians, contemplating their position in the light of the 
present pay dispute with the Minister of Health, assert 
that the National Health Service in its present form is 
unacceptable. Attention is being directed to other 
schemes, such as those in force in the Dominions. In 
Australia, for example, the individual contributes what 
he believes he can afford to a voluntary health 
insurance scheme. His contribution is matched by 
a similar payment from the government. Coverage 
for sickness depends, therefore, on the scale of 
the combined contribution. About 75% of the 
population subscribe to the plan. Those whose 
incomes are below a certain level receive free 
medical treatment. Evidence of dissatisfaction with 
the National Health Service is provided in letters from 
many physicians. One of these points out that the 
health service is defective because it fixes the physi- 
cian’s wages at $2.21 per patient for a year’s treatment. 
Not a penny extra is paid for house calls, consultations, 
advice given in the middle of the night, or increased 
operating expenses. (To a certain extent the last- 
mentioned can be deducted from taxable income.) No 
other civil servant of equivalent salary with equivalent 
working hours must pay for the heating, lighting, 
equipping, cleaning, taxes, and maintenance of his 
office. In addition to these expenses, it is essential that 
physicians maintain automobiles. The taxes on phy- 
sicians’ offices have been doubled, yet these offices are 
all subject to inspection and should improvements be 
necessary the physician must make them and without 
tax relief. The National Health Service is full of such 
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anomalies, which are not generally realized. With a 
fixed rate of payment and an increasing overhead, the 
more attentive the physician is to his patients the less 
profit he makes. The physician loves his profession, 
but he cannot live on love. 


Physicians Dissatisfied with National Health Service.— 
In a two-hour meeting at the Ministry of Health, the 
representatives of 40,000 National Health Service phy- 
sicians failed to persuade Mr. Turton, the Minister, to 
concede a pay increase averaging $28 a week. There 
will, however, be no immediate strike or other drastic 
action. The Minister asked the physicians to confer 
with him again later in February, and they agreed to 
do so. This show of patience came at the end of a 
session during which the physicians, in a fighting and 
determined mood, had not pulled their punches. When 
one of them suggested that the invitation to a further 
meeting might be another delaying tactic, the Minister 
assured the delegation that he was reviewing the is- 
sues involved. Presumably at the next meeting he will 
produce some plan, though he gave the physicians no 
inkling of what he had in mind. After nearly a year of 
negotiation, a further three weeks of unproductive 
delay would seem to be a futile proceeding. Sir Rus- 
sell Brain, president of the Royal College of Physicians 
and leader of the deputation, said after the meeting 
with Mr. Turton: “This is not merely a pay claim but a 
crisis of confidence. It goes to the roots of the relations 
between the medical profession and the government.” 
After the meeting, the Ministry of Health issued a 
statement to the effect that the claim is for an increase 
of not less than 24% over present levels of remunera- 
tion (which in the case of general practitioners is, on 
the average, already 137% above the prewar level). 
The extra cost to the country would be about 56 mil- 
lion dollars a year. The claim has not been rejected, 
but, since the government is responsible for doing 
everything possible to combat inflation, the claim is 
considered untimely. 

In other words, the Minister avoided expressing any 
opinion on the merits of the claim. Furthermore, he 
denied the protession’s contention that the govern- 
ment is under a legal contractual obligation. Local 
meetings of the British Medical Guild are now taking 
place all over the country. The guild would come into 
action on the directive of a special representative 
meeting. Such a meeting will not be called before the 
next talks with the Minister. 


The Incidence of Diabetes.—With the help of local 
general practitioners, Andrews has surveyed a third 
of the population of Cornwall in order to obtain sta- 
tistics on the incidence and treatment of diabetes ( Brit. 
M. J. 1:427, 1957). The incidence was found to be 5.6 
per 1,000 persons in a population of just over 250,000. 
It varied from 3.2 to 8.4 per 1,000 persons within the 
areas of practice surveyed. No significant difference 
was found in the rural and urban areas of practice. 
The incidence was greater than the generally accepted 
figure of 2.3 per 1,000 persons for the country as a 
whole. This figure was based on the Ministry of Food 
returns made 10 years ago when essential foods were 
rationed, and, therefore, it is not reliable. A recent 
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seneral practice survey gave an incidence of 3.6 per 
1,000. The sex distribution shows a preponderance of 
vomen, in whom the incidence of the disease is 1.7 
times that in men, The average age of onset in both 
sexes Was 52 years, although it tended to occur earlier 
in men, The classic symptoms (thirst, polyuria, and 
loss of weight) were the reasons for seeking medical 
advice in only 41% of the patients. In most cases the 
diagnosis was made on the patient's admission to the 
hospital for illnesses unrelated to diabetes, or it was 
made by general practitioners making routine urine 
tests. This suggests that many mild cases of diabetes 
remain undiagnosed. 

Seventy-seven per cent of the patients attend a 
general medical or diabetic clinic for supervision. 
About 20% adhere to a strict dietary regimen. Of those 
requiring insulin, 80% of the men and 62% of the wom- 
en administered it themselves; those unable to do 
so sought the help of other members of the house- 
hold or the district nurse. The nurse visited 15% of 
all diabetics in a year and gave insulin to 6%. Most of 
these diabetics were well controlled, as diabetes or its 
complications were responsible for only 15% of all 
days spent by the patients in bed. The general prac- 
titioner saw the average diabetic 10 times a year, 
which was twice the average for the population as a 
whole, and he was consulted by 91% at some time dur- 
ing the year. The commonest cause of admission of 
the diabetic to the hospital was for stabilization, al- 
though 42% of all admissions were for conditions not 
associated with diabetes. Cardiovascular disease was 
responsible for death in more than half the patients 
followed up. The average age at death of both sexes 
was 67 years. 


The Changing Pattern of Leukemia.—Lea and Abbott, 
from an analysis of 624 cases of leukemia occurring 
in the armed forces between 1940 and 1955, concluded 
that the pattern of the disease is changing ( Lancet 1: 
389, 1957). The disease was acute in 59% of all cases, 
with an increase in age of the patient at onset from 
29 years in 1940 to 33 in 1955. In the same period the 
age of the patient at the onset of chronic leukemia 
fell from 34 to 33 years. These changes were not due 
to an increase in the average age of members of the 
armed forces; there was actually a decrease from 28.7 
years in 1940 to 23.9 years in 1955. This increase in the 
incidence of leukemia is attributed to increased ex- 
posure to radiation and to the use of sulfonamides 
after 1940. Lea and Abbott cite the increase in the use 
of diagnostic radiology in the western countries in the 
last half century. 


Fatigue in Nurses.—As a result of complaints that 
nurses are overtaxed and overstrained, a committee rep- 
resenting all grades of nurses in training schools was set 
up in 1954 to investigate the problem. In their report, 
now published, the committee states that much of the 
overstrain and fatigue in nurses has its origin in emo- 
tional and mental] rather than in physical causes. One 
overriding factor is that the nurse, unlike other stu- 
dents, is cut off from her home life and spends her 
whole time, both working and offtime, in an artificial 





FOREIGN LETTERS so 


community and in an atmosphere of sickness centered 
on the hospital, The remedy for this, the committee 
suggests, is for the nurse to live like an undergraduate 
in a hostel not associated with the hospital and to 
have university terms as any other undergraduate, so 
that she can go home for vacations. She should be on 
duty for regular hours, and her first year should be 
spent in lectures and ward work under supervision 
and with no responsibilitv. The voung nurse should be 
protected from some of the rigors of hospital work 
A questionnaire dealing with hours of work, meals, 
lectures, and other relevant information was sent to 
5,254 nurses in the southwest area. The replies showed 
that half the student nurses in general hospitals work 
overtime, either regularly or often, and that in mental 
hospitals all of them work overtime, half of them reg- 
ularly. Over one-third of all student nurses have lec- 
tures in their off-duty time. This is attributed to a 
shortage of staff. The committee proposes that more 
should be done to recruit older women, trained or 
untrained, to nursing. 


No Poliomyelitis Vaccine.—It now appears as if rela- 
tively few children are going to be vaccinated against 
poliomyelitis before the summer. Last December the 
Ministry of Health announced that it was hoped that 
supplies of vaccine would be ready early in the new 
year, and instructions were issued to health officers 
accordingly. Early in February the Ministry an- 
nounced that one batch of vaccine had to be discarded, 
because it had become contaminated, and that another 
batch required further testing before it could be re- 
leased. Later in the month it was announced that a 
batch of vaccine should be ready the following weck, 
and health officers immediately started to make ap- 
pointments for children to report for vaccination. Five 
days later the Ministry announced that there would be 
a further delay, as there had been an inexplicable 
change in the pH of the vaccine resulting in a change 
of color. What has aroused the greatest resentment is 
the way the Ministry has misled the public by its re- 
peated announcements of the vaccine being available 
shortly and then having to announce a further delay. 
The effect on the morale of parents has been deplor- 
able, and, inevitably, doubts have arisen in the public 
mind as to the ability of our research workers and 
manufacturers ‘to provide the vaccine. What the Minis- 
try has never made clear to the public is that it is im- 
possible to give a precise date when any particular 
batch will be ready. This point has always been em- 
phasized by the manufacturers, and no one is more 
upset than they that the Ministry should have issued 
misleading statements to the public. Even now the 
Ministry has not issued a statement clarifying the issue. 
It is being left to the physicians to try to mollify and 
reassure those parents who last year were exhorted by 
the Ministry to register their children for inoculation 
against poliomyelitis on the grounds that it was not 
only safe but also guaranteed a high degree of protec- 
tion against the disease. There are many who are now 
wondering what the reaction of the country will be 
should we have a severe outbreak of poliomyelitis 
this summer. 
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LAOS MEDICAL MISSION 

To the Editor:—In the Sept. 1, 1956, issue of THE 
JouRNAL, page 38, my editorial telling of our projected 
medical mission to Laos was published. We have been 
here now for six months. I would like to thank the 
hundreds of doctors who have written and helped me 
and tell them something of what has passed, reference 
we four “Mekong Medicine Men.” 

Our mission has two ends. Because I am a doctor, 
my duty is to the people who need doctors. They are 
needed here. That is simple. The second end of our 
mission is to make a sober, honest effort to show Asians 
who have never seen an American just what four of 
us are like. This is not always so simple. 

The minister of health of Laos is the only doctor in 
the kingdom, by international standards. When we ar- 
rived he asked me to set up the team in the village of 
Vang Vieng. This village is a hard eight-hour jeep 
trip north from the capital of Vientiane to the foothills 
of the Himalayas. In a valley you will find Vang Vieng 
cradled in the mountains, wrapped in the warmth of 
the tropical sun, and covered by the bluest sky east 
of home. 

We were given a small limestone one-story building. 
With much help from the villagers, a good deal of 
scrubbing, scouring, and painting, we converted this 
into a hospital—after anastomosing it to a second 
building next door—with bamboo. Ours is a_three- 
room, 25 “mat” hospital (the classification of hospitals 
by bed capacity does not apply here ). One room of the 
hospital is used as living quarters for our Lao nurses; 
the second room triples as an operating room, de- 
livery room, and sick call room. The third room is the 
ward—with bamboo mats on the floor. This is not so 
difficult on the patient but it plays havoc on an Anglo- 
Saxon physician’s back pain. There is a veranda con- 
necting these three rooms on the outside. Over this 
hospital flies the American flag. And for the record, 
we have printed our hospital Kelly green. Down the 
path a half-mile we were given a hut-of-a-house-on- 
stilts. It is now cleaned up, it is roomy, comfortable, 
warm kerosene-lamp-lit—and also, Kelly green. 

If the reader could put this journal down, grab a 
PAA plane and fly 10,000 miles to Bangkok, Thailand, 
transfer and fly 400 miles north to Vientiane, and then 
drive eight hours through the jungle to us—we would 
offer you a cup of coffee and ask you to spend the day 
with us. Our typical day starts at dawn or thereabouts. 
(No one knows the exact time, clocks are a curse of 
civilization and you left that in Vientiane—anyway, 
why spend your life strapped to the watch on your 
wrist?) After breakfast of fried eggs (yesterday's 
pay) we would walk down the path to the hospital. 
There are already over 50 people from this and sur- 
rounding villages, as well as a sprinkling of brightly 
clothed tribal people such as the Kha, the Meo, and 
the Yao. 


We first hold rounds on the ward. One of my men, 
Peter Kessey, works here with two Lao nurses. Today 
we have several cases of malaria, a lacerated Achilles 
tendon repaired last week, and a charred third-degree 
burn of the back and buttocks. Then a variety of ma- 
chete-inflicted wounds of the legs, as these people 
must hack their meager existence from a savage jungle. 
Unfortunately we usually have some obstetrics prob- 
lems; and yesterday we admitted a young lad named 
long, who had been mauled by a wild boar. We have 
six cases of fulminating pneumonia, which I know 
will respond magnificently to Combiotic. You will see 
a few patients severely dehydrated due to their dysen- 
tery. We give them saline sglution by vein, bouillon 
tea, and Terramycin by mouth. They do well. We have 
a few nutritional problems of assorted types, but those 
with the severest cases have massive edema and heart 
enlargement—kwashiorkor. 

When rounds are finished, sick call begins. Norman 
Baker and Dennis Shepard, my two American corps- 
men, help me. Three Lao nurses also assist. We always 
work through the Lao, as this increases their prestige 
and education, and keeps us from blundering too 
badly over such words as “chep hua” which can mean 
“headache” or “criminally insane.” The long, some- 
times dreary, line seems endless. There are always 
wizened old people spitting out their last days and 
the remainder of their pulmonary tissue—pleading 
for help—not much I can do but palliation. There are 
children with beriberi and other deficiency diseases— 
due only to ignorance, not famine. Many kids carry 
their fungous scabby sores like a dirty stocking cap. 
We always have a bucketful of cases of chronic prog- 
ressive sloughing ulcers of the lower extremities. The 
quick response of these to penicillin and good nursing 
care makes the diagnosis of yaws or other spirochetes 
likely. There are cases of malaria, pneumonia, bron- 
chitis, scabies, and arthritis by the dozens. Sometimes 
some rather esoteric diseases present themselves, such 
as a tingling over the right knee cap that rapidly leaps 
into the nostril, and is present only when the sun sets 
every night. But the sun just now is straight overhead. 
When morning sick call is finished we find that we 
have had 62 people treated. 

We return now to our house, which my boys have 
entitled “Uncle Tom’s Cabin.” We lunch on C-rations, 
rice, and corn (the latter two grow here, the former a 
necessary horror developed by the U. S. Navy in the 
exigency of war—but, giving credit where it is due, 
six months of just this, with an occasional gin and 
tonic, has kept my team in fine fettle, though a bit 
low on subcutaneous fat). 

After lunch we load up the jeep with medical boxes 
and drive on the trails into the surrounding mountains 
to treat tribes who could not get down to Vang Vieng 
in the morning. Two members of the team hold this 
off-the-jeep’s-tail-gate-clinic until the sun is about 
ready to set. The other team members hold the after- 
noon classes in Vang Vieng. We have three courses. 
One in the local school for 300 children on hygiene 
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ind sanitation. The second is for 15 girls who come 
irom 15 different villages—we are training them to be 
midwives. The third class is for the villagers them- 
selves and is entitled “community development.” It 
covers such topics as baby care, proper cooking, 
washing, and latrine building. (Let me speak copro- 
logically for the moment: Whatever the etiology or 
nomenclature for diarrhea and its accouterments— 
Gyppy tummy, Jordan jumps, Baghdad belly, Yangtze 
rapids, Saigon two step, the Runs, or Trots—this ail- 
ment is the greatest internationalist of us all. Grin not 
at the mention of latrines! ) Our education program is 
extremely important. We do not want to be a crash 
hit-and-run mission. When we leave this area we want 
to leave something behind us. This program will ac- 
complish much of this. 

All the team members usually get back to the house 
a little after sundown. Each then enters a hugh bam- 
hoo construction which supports a 60-gal. barrel and 
a kerosene heater. Though it looks like an illegitimate 
union between a Texas oil derrick and the leaning 
tower of Pisa, it is our “shower.” Regardless of the 
starboard list, the water is hot and the need great. 
After dinner we show a movie either in Vang Vieng 
or in a nearby village. On alternate nights we plav 
the accordion and just “mi yam” or “visit.” “Fantasia,” 
Mickey Mouse, Donald Duck, and Oklahoma and 
her natural resources are all loved, but Bambi has 
conquered this part of Southeast Asia. 

Tomorrow is a surgery day so we go to bed early, 
but the night is usually an interrupted one (there are 
not many doctors anywhere who do not have this 
problem ); however, night calls here plunge the doctor 
into humanity at its bleating, suffering, stinking best— 
terror, disease, hunger, misery, different from any- 
where else. 

As in America, the end of the day finds the doctor 
reviewing his patients. What they are doing. Are they 
following your orders? Yes, as in America, your pa- 
tients here will be taking your medicines and rubbing 
in your ointments. In America the doctor’s opinion fre- 
quently rules supreme—the stethoscope and American 
doctor's magic reign supreme here also—during the 
day. But at the fall of night necromancy is potent. 
Herbs, portents, malicious and beneficient spirits are 
called forth to catalize your penicillin. Monkey's blood 
is drunk. “Blessed” strings of cotton are tied around an 
aching part. The incantations of the Chinese medicine 
men or the local witch doctor can be heard. A sorcerer 
is feverishly rubbing cow dung and beetle juice on the 
child’s chest while his parents are smoking a stinking 
tobacco and blowing the smoke into the youngster’s 
ears. And around their hut the yaws patients are sit- 
ting with those with whooping cough, on the floor 
where the old men are spitting. The mother with 
pocked cutaneous ulcers is holding a baby who is 
being sick at both ends at the same time. Chicken 
feathers are being waved beneath the nose of a woman 
whose pregnancy is past term, and garlic grease is 
being smeared over a sore—perhaps it will help the 
doctor's bacitracin ointment. 

When the morning comes and many are cured, the 
credit will be divided between the two magics, the new 
and the old. These poor people are thrust into the 
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chasm that yawns between these two. You might think, 
as I do, that we Americans are worrying a bit too 
much about the people we want to liberate from the 
godless tyranny of communism and are ignoring those 
we could liberate from the tyrannies of ignorance and 
disease. Medicine can be used as a weapon of foreign 
policy, and that is what we four are trying to do 


Tuomas A. Doo.irey, M.D 
“. The American Embass\ 
Vientiane, Laos 


GIN AND TONIC—A CAUSE OF DERMATITIS 
To the Editor:—In recent years gin and tonic (quinine 
water) has become an exceedingly popular drink. To 
the old adage, “New drugs, new eruptions,” we must 
now add a corollary: “New drinks, new eruptions.” 
Many people do not tolerate quinine. Sensitivity to 
quinine may produce many reactions involving various 
tissues. For example, the eighth nerve reacts with tin- 
nitus, deafness, and vertigo. Involvement of the optic 
nerve results in visual impairment with photophobia 
and diplopia. Headaches and fever are frequent 
manifestations of quinine idiosyncrasy. Dyspnea has 
been reported. The gastrointestinal tract can be in- 
volved, with resulting abdominal distress, nausea, 
vomiting, and diarrhea. By far the commonest tis- 
sue to react to this drug is the skin. The types of 
eruptions are many and varied. The mildest of these 
is a transient scarlatiniform of erythema. In addition 
to this, papular, vesicular, and even bullous eruptions 
have been described. The latter type of dermatitis 
can be very severe, and in some patients may even 
lead to death. A dose as small as 60 mg. of quinine 
may produce a severe systemic reaction. 

We have seen a patient with a severe reaction that 
followed drinking quinine water. This 36-year-old man 
was admitted to the Samuel Merritt Hospital, Oakland, 
Calif., on June 7, 1955, because of a generalized erup- 
tion. On several occasions, in his childhood and in his 
teens, he had had a severe generalized eruption that 
he said was like scarlet fever, and he recalled that 
his attending physician had made that tentative diag- 
nosis on several occasions. In his teens, he had a severe 
upper respiratory infection for which he was given 
some capsules, and he again developed a severe der- 
matitis. At that time, his physician told him that the 
capsules contained quinine and that he was sensitive 
to the drug. About 15 years ago he had a facial mas- 
sage after which a toilet water was applied to his face. 
On the next day he developed a dermatitis with 
edema so marked that his eyes were closed, and lacri- 
mation was profuse. It is possible that the toilet water 
contained quinine. Because the patient knew of his 
sensitivity to quinine, he had avoided drinking gin 
and tonic. On a number of occasions, however, he had 
imbibed various other gin drinks and had experienced 
no difficulty. 

Two days before admission, he attended a cocktail 
party. The only type of drink served on this occasion 
was gin and tonic. During the course of three hours, 
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he had five or six drinks. Two hours later, he noticed 
a burning sensation in the groins and in his hands and 
feet. This became worse as the evening progressed. On 
the next morning he noticed edema and marked ery- 
thema in these areas. In the next 24 hours the eruption 
spread to involve nearly all of his body. Because of the 
extent and severity of the eruption, he was hospitalized. 

On admission he had a nearly universal dermatitis. 
There was marked underlying edema so that the fea- 
tures of his face were masked. There was marked 
swelling about his eyes. Edema of his arms, legs, and 
feet was pronounced. Superimposed on this was a bril- 
liant erythema which in some areas assumed a purple 
hue. There was vesiculation and weeping of the skin 
about his face. On his back and trunk, in addition to 
the erythema, there were inflammatory papules, some 
of which had superimposed vesicles or fine pustules 
suggestive of a miliaria. His palms and soles were 
covered with large bullae which coalesced in places 
to form large blebs. His feet were more severely in- 
volved than his hands. The patient had a temperature 
of 101 F (38.3 C). He was given colloidal baths fol- 
lowed by wet dressings of a 1:16 dilution of aluminum 
acetate solution, and a simple shake lotion was applied 
to the less extensively involved areas. He was also 
given corticotropin intramuscularly and tripelennamine 
citrate by mouth. On this regimen his condition im- 
proved, and he was discharged from the hospital after 
six days. At the end of 16 days, the eruption had 
cleared entirely except for some fine scales about his 
hands and feet. About two weeks later, a patch test 
was performed on the right upper portion of his back, 
using a 1% solution of quinine bisulfate; 15 drops (1 
ce.) was used to saturate a piece of gauze 1 cm. 
square. The patch was then removed in 48 hours, 
and the area showed a marked reaction, with a large 
bulla measuring 8 by 8 cm. During the test, one drop 
ran down the patient’s back and flank. Along this line 
where the solution came in contact with the skin 
there was a streak showing erythema and vesiculation. 
A similar patch test made with quinine water was 
negative, probably because of the minute amount of 
quinine present. 

This patient showed an unusual reaction to the 
drinking of quinine water. He was aware of his sen- 
sitivity to quinine and had avoided this preparation 
for years. Assuming that he had six drinks of gin and 
tonic, he would have consumed about 24 oz. of the 
quinine water. It has been reported (Yohalen, S. B.: 
Quinine in Tonic Water, Correspondence, J. A. M. A. 
153:1304 [Dec. 5] 1953) that some quinine water 
contains 30 mg. of quinine per pint. Therefore, it 
seems likely that our patient consumed about 45 mg. of 
quinine during a three-hour period. People who are 
sensitive to quinine may have severe reactions after 
the ingestion of a small amount of quinine as in this 
case. Yohalen reported the case of a man who drank 
six to eight gin and tonics a day over a long period. 
About seven weeks before consulting a physician he 
noticed severe tinnitus and a loss of hearing. A tenta- 
tive diagnosis of meningioma was made and surgery 
contemplated. On a general examination before opera- 
tion, the above history was obtained. On ceasing to 
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drink gin and tonic, the patient had a remission of al! 
of his symptoms. After this, a test dose of 150 mg 
of quinine produced a recurrence of his tinnitus and 
deafness. It is well, therefore, to remember that tiny 
doses of quinine in a sensitive person may produce 
severe generalized reactions which can assume many 
different forms. 

FREDERICK G. Novy Jr., M.D. 

459 30th St. 

Oakland 9, Calif. 


Gorpon R. Lams, M.D. 
3420 Webster St. 
Oakland 9, Calif. 


CASHEW NUT DERMATITIS 


To the Editor:—Dermatitis from the cashew nut is ex- 
tremely rare in the United States, since the tree grows 
chiefly in tropical America, Africa, and the West 
Indies. We have observed a patient in whom contact 
with the rind on two occasions produced a dermatitis. 
Dr. J. C. White devoted a chapter of his book (Derma- 
titis Venenata, Boston, Cupples and Hurd, 1887, pp. 
71-72) to cashew nut dermatitis and stated that the 
tree bears an edible nut, but that its rind or mesocarp 
contains an oily fluid called cardol that turns black on 
exposure to the air and acts as a severe irritant to the 
skin. Prior to shipment, the dried nuts are roasted, 
causing the outer shell to burst open and release the 
oil, which takes fire, giving off fumes which may ir- 
ritate the eyes and skin. 

Our patient, a 60-year-old woman, gathered raw 
cashew nuts in the shell while traveling in Ceylon. 
That evening a severe inflammatory dermatitis of the 
hands, with scattered areas of inflammation on the 
face and neck, developed. At the time she did not 
realize the cause of her dermatitis, and with treatment 
it partially subsided. On her return to the United 
States, she still had remnants of the eruption and 
much itching. There was still clear evidence of a con- 
tact dermatitis, but, in spite of intensive questioning, 
there was no clue as to the cause. Under treatment 
the skin cleared completely within five days. Two 
weeks later, while cleaning out one of her bags, she 
found 12 nuts that she had brought home with her and 
opened them to show to her family. At this time she 
noticed that a large amount of oil was released. Within 
two hours a burning sensation of her hands, face, and 
neck developed, and by the following morning they 
were markedly inflamed and swollen. She then realized 
that both attacks occurred within a few hours after 
handling cashew nuts, and, when she came in for treat- 
ment, she informed us that she suspected that this was 
the cause of her outbreaks. In view of the extensive 
travels of United States citizens, others may incur a 
similar eruption, one that is scarcely mentioned in the 
textbooks. 


CaRROLL S. Wricut, M.D. 
Donatp N. Tscuan, M.D. 
Department of Dermatology 
Temple University Medical Center 
Philadelphia 40. 
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Health and Accident Insurance: Common Meaning of 
“Hernia.”—This was an action to recover hospital and 
medical expenses, under a health and accident insur- 
ance policy, together with statutory penalties and at- 
torney’s fees. A judgment in the tria] court for the 
plaintiff was reversed by the Court of Appeal, First 
Circuit, so the plaintiff appealed to the Supreme Court 
of Louisiana. 

The policy in question provided for the payment of 
hospital and medical expenses in the event of illness or 
accident. While this policy was in full force and effect, 
the plaintiff developed a diaphragmatic hernia that 
consisted of the projection of the stomach into the 
thoracic cavity through the opening in the diaphragm 
normally occupied by the esophagus and that was 
large enough to permit the stomach freely to enter 
into the thoracic cavity. This necessitated an operation 
at considerable expense to the plaintiff. The defendant 
insurance company refused to pay the plaintiff's claim 
because of article 4 of the policy that provided 
“twelve . . . consecutive months of continuous mem- 
bership under this certificate before LPS will assume 
liability for payment of surgical or medical services, 
or hospital care for preexisting conditions, tonsils, 
adenoids, hemorrhoids, and hernia.” 

The question, said the Supreme Court, is whether 
the word “hernia” as used in the exclusion clause was 
to be construed in accordance with article 1,947 or in 
accordance with article 1,946 of the Louisiana Civil 
Code. Article 1,947 provides that technical phrases 
are to be interpreted according to their received mean- 
ing with those who profess the art or profession to 
which they belong, while Article 1,946 provides that 
ine words of a contract are to be construed in their 
common and usual signification. In a strict, technical 
and medical sense, the court continued, a hernia is any 
protrusion consisting of an organ or part projecting 
through some natural or accidental opening in the 
walls of its natural cavity. Inguinal, femoral, umbilical, 
epigastric, and diaphragmatic hernias are a few that 
are associated with the abdomen, In its technical 
sense, “hernia” also includes ruptured intervertebral 
disc, cerebral hernia, hernia of the eye, hernia of the 
lung, and, in fact, any protrusion through an abnormal 
opening. In its ordinary, popular sense, however, 
“hernia” means simply a rupture or noticeable protru- 
sion from some part of the abdominal cavity. The 
layman’s common conception of a hernia, in fact, 
is a protrusion through the front abdominal wall. 

The courts of this state, in construing medical words 
and phrases in health, accident, and sickness policies, 
have consistently held that such words and phrases 
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should be understood in their plain, ordinary, and 
popular sense rather than in their scientific sense. The 
Supreme Court said that it did not think the parties 
here intended that “hernia” should include, for ex- 
ample, a hernia of the brain or a hernia of the lung. 
The exclusion clause concluded the court, should 
therefore be construed in accordance with article 
1,946, and “hernia” should be given its popular and 
ordinary meaning of a rupture or noticeable protru- 
sion through the front abdominal wall. 

The defendant further contended, however, that, 
since “hernia” in its customary usage is generally 
identified with hernias relating to the abdomen, one 
of which is diaphragmatic hernia, the exclusion clause 
in the policy still applies, but the court held that a 
diaphragmatic hernia is stil] not a hernia within what 
it had found to be the common and ordinary meaning 
of the word. Accordingly, the judgment of the Court 
of Appeal, First Circuit, was reversed and set aside, 
and the judgment of the trial court in favor of the 
plaintiff was made the judgment of the Supreme 
Court. Seguin v. Continental Service Life & Health 
Insurance Company, 89 So. (2) 113 (La., 1956). 


Workmen's Compensation Acts: Tuberculosis as Occu- 
pational Disease of Nurse.—This was an action for 
an award under the Pennsylvania Occupational Dis 
ease Act. From an order granting such award, the 
defendant hospital appealed to the superior court of 
Pennsylvania. 

During the time the plaintiff was a nurse assigned 
to the maternity, medical, and surgical wards of the 
Carbondale General Hospital, she developed pul- 
monary tuberculosis. The hospital did not knowingly 
admit tuberculous patients. Evidence was presented, 
hewever, to show that during her tenure at the hos- 
pitsi the plaintiff had been exposed to patients with 
tuberculosis who had been admitted to the various 
wards. The Pennsylvania Occupational Disease Act 
as amended July 19, 1951, added tuberculosis as an 
occupational disease in the following words, “Tuber- 
culosis in the occupation of nursing in hospitals or 
sanitaria involving exposure to such disease.” The 
plaintiff contended that she was covered by this pro- 
vision. The defendant, on the other hand, contended 
that the plaintiff did not develop pulmonary tubercu- 
losis as a result of her employment by the hospital. 

The compensation board found that the plaintiff 
was exposed to and became infected with tuberculosis 
while in the employment of the defendant hospital. 
The Occupational Disease Act provides: “If it be 
shown that the employee, at or immediately before the 
date of disability, was employed in any occupation or 
industry in which the occupational disease is a hazard, 
it shall be presumed that the employee's occupational 
disease arose out of and in the course of his employ- 
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ment, but the presumption shall not be conclusive.” 
The board further found that the defendant had failed 
to rebut this presumption. 

The Superior Court, on appeal, pointed out that 
there was medical evidence in the case indicating 
that the rate of transmission of tuberculosis, a com- 
municable disease, in any hospital is very low, but 
that the incidence of acquiring tuberculosis among 
general hospital personnel is higher than that of the 
general population because such personnel come in 
contact with unrecognized pulmonary tuberculosis 
and fail to take the precautionary measures that hos- 
pital personnel in tuberculosis sanitorium take as a 
matter of routine. Under the Pennsylvania Occupa- 
tional Disease Act, the court continued, a presumption 
arose that the plaintiffs pulmonary tuberculosis de- 
veloped out of and in the course of her employment, 
and that such presumption was not successfully re- 
butted. The court also held that the Occupational 
Disease Act must be liberally construed in favor of the 
employee and that the evidence amply supported the 
board’s findings. Accordingly the award in favor of 
the plaintiff nurse was affirmed. Neary v. Carbondale 
General Hospital, 124 A. 2d 470 (Pa., 1956). 
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THE PLEASURES OF SAILING 


Talk to a devotee of sailing and you will quickly 
learn that he does not regard it as just a run-of-the-mill 
sport. Along with fun and excitement, he will tell you, 
it brings a deep-rooted satisfaction that other sports 
do not supply. While sailing is sometimes erroneously 
regarded as a pleasure suited only to the proportions 
of a wealthy man’s purse, this pastime can be enjoyed 
by anyone who will take the time to learn about the 
technique of choosing, buying, and fitting out a sail- 
boat. 

Many doctors who have undergone a grueling year 
of medical practice find that sailing a craft, particularly 
a small boat, renders a most enjoyable and gratifying 
type of recreation. There is no doubt that, for many, 
the instinct and longing to set sail on water is ready 
for release, but for some there may be diffidence about 
embarking on a new nautical experience. 

The more one sails and the more one sees of water, 
the stronger does the urge become to call one’s own 
small craft “home.” “Sea fever” is an incurable disease, 
and it becomes difficult to tell the precise moment 
when the victim succumbs, for its infectiousness comes 
on graduaily. The symptoms of “sea fever” are many 
and varied. They will appear when the sun shines 
through the windows of your office, and you begin to 
entertain visions of sunlit waters and to conjure up a 
picture of slender masts; or just at the moment you 
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may be writing a medical history, you will find your- 
self thinking about the new bobstay or whether the 
sails should be tanned. Contrary to the doctor's in- 
stinct for establishing a cure, there occurs an untamed 
desire to release this wonderful, incurable disease 
known as “sea fever” for the benefit of mankind, a dis- 
ease from which its victims show little desire to re- 
cover. 

No two sailboats are ever alike, although they may 
be constructed by the same builder and built accord- 
ing to the same specifications. Sailing, like the prac- 
tice of medicine, teaches confidence and humility, 
initiative and philosophy. It teaches the physician- 
sailor to be courageous, to take infinite pains. At one 
moment the wind and the sea call for courage, de- 
termination, and cool judgment; at another, during a 
period of relaxation when you are anchored in the 
harbor, comes a peace of mind far beyond the com- 
prehension of landsmen. 

In selecting a boat, two important circumstances 
should be considered: first, the locality in which you 
will be sailing, and second, the amount of money you 
want to spend. For example, if you live along coastal 
waters, a boat should be chosen based on its ability 
to take the ground easily. It should have a center 
board that can be pulled up when you are sailing in 
shallow water to reduce the vessel’s draft. However, 
if sailing will take place on the south coast, one can 
do much better with a keel boat. On the other hand, 
if intentions are to make reasonably long cruises, a 
totally different type of craft is required, unlike the 
ones used in sheltered waters or in class racing. By 
and large, the size of a sailing craft is determined by 
the provisions of the pocketbook. 

A most popular type of craft is the 5-ton to 7-ton 
cruiser with a small cabin. Certain basic principles of 
design should be kept in mind. First, most boats are 
about three times as long as they are wide, with the 
length of the ship measured on the load water line. 
Second, the draft of the ship, unless it is a center- 
board craft, will be about one-fifth of the load water 
line. The displacement tonnage of a ship is defined in 
terms of the amount of water displaced, and this, con- 
sequently, is the actual weight. A small-sized boat has 
light displacement, indicating a fast vessel that will 
sail well; however, the accommodations will be small. 
One of the most important factors associated with the 
purchase of a boat is its shape. No matter how much 
money is spent on a boat, one with a badly balanced 
hull may prove dangerous. 

An engine is not an absolute necessity. Any small, 
well-designed hull with a reasonable sail area is readily 
handled in the most crowded anchorage. While an 
engine is undoubtedly useful at times, a sound boat 
should not be turned down categorically because it 
lacks an engine. It is always possible to install an en- 
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gine at a later period; contrariwise, after a boat is 
sailed for a year or so without an engine, the deci- 
sion may be to keep her engineless. 

Before a boat is purchased, it is important that the 
craft be properly examined, since there are many pit- 
falls for the unwary. Even if the prospective pur- 
chaser has some knowledge and experience, enlisting 
the services of a professional boat surveyor will often 
bring to light faults that a layman would overlook. A 
surveyor will be able to tell whether a boat is in sound 
condition, and he is able to judge whether it has a 
freak shape or appears well balanced. If the sails are 
rotting and the hull is only in fair shape, he will prob- 
ably advise against buying the boat. However, if the 
hull is in first-class shape, he may advise the purchase 
of new sails. 

Many beginning sailors believe that it is better to 
commence learning the art of sailing on a very small 
boat. This is a fallacy; a small craft does not assure 
easy mastery, nor is it safer than a large one. A very 
small boat—a 12-ft. dinghy, for instance—is so quick in 
its response to the helm and so easily capsized that it 
often proves to be tricky for the beginner. The ideal 
craft for the new sailor has about a 4-ton to 5-ton yacht 
measurement with a moderate sail area. In such a craft, 
the beginner will have time to think; moreover, if he 
does get caught in a blow, the vessel will be large 
enough to insure safety. 

Finally, when the boat has been purchased, it would 
be well to postpone sailing until you learn more about 
the craft. Learn where the lines (rope) lead; find the 
bilge pump and make certain it works; and examine 
the ballast to see just where it is placed and how 
much there is. Examine the anchor and the cable. 
Find the compass. Is there a foghorn? If not, get one. 
A boat hook? Navigation lights? Are all the sails pres- 
ent, and are there clean, strong sailbags? 

Next there is the matter of learning the various parts 
and fittings of the craft and becoming acquainted with 
their functions. A number of simple navigation rules 
should be followed in order to enable the new navi- 
gator to conduct the craft from one place to another 
with safety. The Golden Rule in navigation is summed 
up in these words: “Always know your ship’s position.” 
To follow this precept, three items are essential: a 
compass, the chart of the area in which one is sailing, 
and a set of navigational instruments, including a pair 
of parallel rules, dividers, a sharp pencil, a station 
pointer, and a course-setting protractor. Without these 
basic requirements it is foolhardy to sail. The larger 
the compass, the more accurate it is. Actually, steering 
a boat by compass is a simple matter. 

In the art of helmsmanship lies the deepest pleasure 
of sailing. The man at the helm is the focal point in 
sailing. It is he who can best “feel” the boat, sensing 
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the slightest shifts of the wind right through his hands 
while watching a course, either by a mark on the 
shore, by compass, or by a star in the heavens. 

Doctors, who ordinarily spend little time with their 
families because of the pressure of their work, have 
found sailing an enjoyable means for welding family 
ties. Children relish the idea of going sailing with their 
fathers and being able to participate in some of the 
associated pleasures such as fishing and swimming. 
Sailing levels the ages of two generations, leads to 
wholesome friendships among adults, makes a know!- 
edge of geography and map reading necessary, pre- 
sents an opportunity for healthful exercise, and pro- 
duces endless subjects for conversation. 

If a doctor cannot get enough of sailing during the 
warm-weather months, iceboating presents a seasonal 
variation for the more energetic members of the med- 
ical profession. Nowhere has iceboating been followed 
more diligently and with such enthusiasm as in the 
United States and Canada. The Great Lakes region 
offers thousands of miles of frozen water suitable for 
iceboating. 

At first, the sensation of iceboating is that of gliding 
through space, with a feeling associated with flying. 
The mere notion of being conveyed through the air 
in a boat, at a rate equal to the speed of a fast train, 
will stir the younger contingent of the medical pro- 
fession, if not the middle-aged. People who have ex- 
perienced the extraordinary velocity of an iceboat 
declare that, when the initial apprehension of partici- 
pating in lightning-like speeds is overcome, fascination 
with the sport grows literally by leaps and bounds. 
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Block Dissection and Pneumonectomy for Bronchogenic 
Carcinoma, Left Side: 16 mm., color, silent, showing time 28 
minutes. Prepared by John F. Higginson, M.D., Portland, Ore. 
Produced in 1955 by and procurable on loan from Medical 
Illustration Service, Veterans Administration Hospital, Portland, 
Ore. 


The author's technique in performing a radical pneu- 
monectomy and mediastinal node dissection en bloc is 
demonstrated. This technique includes dissection from 
the cupola of the chest to the diaphragm, including 
resection of the pericardium. The purpose of the film 
is to demonstrate the radiographic findings and the 
surgical pathology of bronchogenic carcinoma. The 
surgical technique is excellent. The addition of a sound 
track to this film would be desirable. Although it is 
well titled, the film needs additional comments and 
explanations during the demonstration of the surgical 
technique. The photography is well done. The film can 
be recommended to surgeons interested in this pro- 
cedure. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Clinical and Anatomic Features in 500 Patients with 
Fatal Acute Myocardial Infarction. K. T. Lee, W. A. 
Thomas, E. R. Rabin and others. Circulation 15:197- 
202 (Feb.) 1957 [New York]. 


Autopsy was performed on 500 patients who died 
during the period from 1910 to 1954 from acute myo- 
cardial infarction. Of these, 429 (86%) died within 
3 weeks after the onset of symptoms. Only 50% gave 
a history of previous angina pectoris. It appears, 
therefore, that fatal acute myocardial infarction may 
occur without previous warning. Chest pain was the 
chief complaint of 64% of the 429 patients. Anatomic 
evidence of previous myocardial infarction was present 
in 239 patients (47.9%). The clinical and anatomic 
aspects of these patients were similar to those in 
patients without previous myocardial infarction. The 
correct diagnosis of this disease had not been made in 
97 patients (19.4%) during life. Complicating features 
such as major operations often obscured the clinical 
findings in these patients. The only anatomic char- 
acteristic found to be different, as compared with those 
in patients whose conditions were diagnosed correctly 
during life, was the smaller size of the myocardial 
infarct. Chest pain was much less common. 


Cretinism. Maccarini H. Prensa méd. argent. 43:2805- 
2814 (Sept. 14) 1956 (In Spanish) [Buenos Aires]. 


Endemic cretinism is due to congenital athyreosis. 
It occurs frequently in goiterous regions and more 
frequently in men than in women. The condition is 
marked by arrested physical and mental development, 
dwarfism, deformities of the bones and of the soft 
parts of the body, and disorders of the sense organs 
and of certain groups of glands. The disease starts 
at birth with early symptoms of athyreosis. The arrest 
of physical development becomes more evident with 
the increasing age of the patient. A diagnosis is made 
by the following data: (1) the typical dwarfish, de- 
formed, and idiotic aspect of the patient, (2) thick, 
dry, wrinkled skin, (3) lateness in learning to walk and 
talk, (4) chronic and persistent constipation, (5) 
a discrepancy between the real and apparent age of 
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the patient, and (6) roentgenographic signs of re- 
tarded ossification of the epiphysis of the tarsus, wrist. 
and femoral head. The treatment consists of admin- 
istration of dried thyroid extract, which casuses great 
improvement of the physical and mental condition 
provided it is given early in the course of the disease. 
The drug is given according to Mean’s dosage sched- 
ule. Two cases are reported. In 1 patient the symptoms 
of athyreosis appeared when the infant was 7 days 
old. The treatment with thyroid extract was immedi- 
ately started and has been given to the patient 
throughout her life. When last seen the patient was 12 
years old. Her height and weight were normal. She 
had repeated the Ist and 2nd grades and was in the 
3rd grade. Her behavior was normal. Her IQ was 90. 

The 2nd patient had sporadic cretinism. She was 
seen for the first time at the age of 9 years and had 
typical symptoms of the condition. Her height and 
weight correspond to those of a 3-year-old child. Ossi- 
fication of the epiphysis of the tarsus, wrists, and 
femoral head corresponded to that in a child of 1 
year. She is an idiot. Treatment with thyroid extract 
was started. According to the literature, the admin- 
istration of thyroid extract late in the course of cretin- 
ism may cause a slight improvement in the physical 
development of the patient, but mental condition can- 
not be improved. Iodide therapy given early in the 
course of cretinism may also cause some physical and 
mental improvement, but, when given late, the physical 
development may improve so that the patients are 
transformed from inoffensive idiots into troublesome 
ones. 


Myocardial Infarctions at the Queen’s Hospital, Jan- 
uary 1, 1950 to January 1, 1955. H. C. Gotshalk. 
Hawaii M. J. 16:273-274 (Jan.-Feb.) 1957 [Honolulu]. 


Of 433 patients with myocardial infarction treated at 
Queen’s Hospital (the largest private general hospital 
in the Territory of Hawaii) in a 5-year period, 131 
(30%) died. Of the 156 patients who received anti- 
coagulant therapy in the form of heparin or dicumarol, 
24 (15%) died, whereas, of the 277 who were treated 
only with bed rest, oxygen, and other symptomatic 
measures, 122 or 44% died. The author concludes that 
properly controlled and administered anticoagulant 
therapy produces better results than is achieved with- 
out these drugs. 


Medical Versus Surgical Management for the Compli- 
cation of Hemorrhage in Duodenal Ulcer. R. S. Boles 
Jr., W. J. Cassidy and S. M. Jordan. Gastroenterology 
32:52-59 (Jan.) 1957 [Baltimore]. 


Of 266 patients with bleeding duodenal ulcer, 132 
were treated for their lst hemorrhage and 134 had a 
history of previous hemorrhage. Of the 266 patients, 
141 were treated medically and 125 were treated by 
subtotal gastrectomy. Of the 141 patients who were 
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‘ollowed up for an average period of about 4% years, 
38 (26.9% ) had a subsequent hemorrhage. Ninety-five 
of the 141 patients were treated for their first hemor- 
rhage, and 26 (27.4%) of these had a subsequent 
hemorrhage. Of 46 patients treated for a recurrent 
hemorrhage, 12 (26.1%) had a subsequent hemor- 
rhage. Of the 125 surgically treated patients who 
were followed up for an average period of 4 years, 
19 (15.2%) had a subsequent hemorrhage. Thirty- 
seven of the 125 patients were operated on for their 
first hemorrhage, and 4 (10.8%) of these had a subse- 
quent hemorrhage. Of 88 patients operated on for a 
recurrent hemorrhage, 15 (17%) had a subsequent 
hemorrhage. 

Thus, with both medical and surgical treatment, 
recurrent hemorrhage may be expected during the 
average follow-up periods of 4% and 4 years. The fact 
that the average follow-up time for the medically 
treated patients was a half year longer than for the 
surgically treated allowed more time for recurrent 
hemorrhage to occur in the medically treated patients. 
The history of multiple versus single hemorrhage ap- 
peared to have no prognostic significance in the med- 
ically treated patients. A somewhat higher percentage 
of subsequent hemorrhage was found among surgically 
treated patients in the multiple-hemorrhage than in the 
single-hemorrhage group of patients who bled after 
treatment, those who had had surgical treatment bled 
subsequently in a somewhat earlier period than did 
those who had had medical treatment. The statistics 
of ulcer recurrence show that the duration of follow-up 
is in direct ratio to the number of recurrences. In the 
average follow-up periods of about 4 years for both 
the surgically and medically treated groups, the re- 
currence rate of hemorrhage was disappointing to 
the patient and both disappointing and challenging 
to the physician. 


A Clinical Evaluation of Tubeless Gastric Analysis. 
R. J. Bolt, T. G. Ossius and H. M. Pollard. Gastro- 
enterology 32:34-41 (Jan.) 1957 [Baltimore]. 


Segal’s azure A-cation-exchange-resin test for the 
qualitative detection of free hydrochloric acid was car- 
ried out in 184 men and 9 women between the ages of 
19 and 80 years. Ninety of these 193 persons were also 
subjected to gastric intubation using 0.5 mg. of hista- 
mine base parenterally as the stimulant and Tépfer’s 
reagent for the determination of free hydrochloric 
acid. They, thus, were tested by both the tube and 
tubeless methods. The tubeless test was carried out 
in 132 of the 193 persons in the course of a routine an- 
nual check-up and the remaining 61 were hospitalized. 
The persons tested did not have breakfast. They were 
given a capsule of 0.5 Gm. of caffeine sodium benzoate 
in one-half glass of water and were asked to void 
| hour later and to save this urine in a bottle marked 
“control.” A suspension of granules of an azure A-ion- 
exchange compound (containing about 45 mg. of azure 
\ per gram of carboxylic cation-exchange resin ) in one- 
fourth glass of water was given, and 2 hours after 
taking it the person tested voided and saved the 
entire quantity of the urine in a bottle labelled “urine 
sample.” 
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The 2-hour urine specimen, but not the control 
specimen, of 129 (67%) of the 193 persons tested was 
blue after both specimens had been diluted with 
water to 300 cc., denoting the presence of free hydro- 
chloric acid in the stomach. The blue color in the 
2-hour urine specimen became apparent only after 
boiling in 42 (21%) of the persons tested. Comparison 
with color standards after boiling was necessary with 
only 8 specimens (4.5%) in order to confirm the 
presence of free hydrochloric acid. Of the 193 per- 
sons tested, 179 (93%) were, therefore, considered to 
have free hydrochloric acid in the stomach. Unidenti- 
fied pigments in 1 2-hour urine specimen prevented 
adequate color comparison. In 13 (6.7%) specimens, 
no color or a blue color less intense than the 0.3-mg 
standard after boiling was shown, and this signified 
achlorhydria. Eighty (89%) of the persons in whom 
the gastric secretory status had been determined by 
the standard gastric intubation procedure were shown 
to be acid secretors, and 76 (95%) of these showed 
evidence of free hydrochloric acid secretion on a 
single tubeless test. Three (3.8%) of the 80 known 
acid secretors failed to show acid with a single tubeless 
test, and there was color interference in the tubeless test 
in 1. Ten of the 90 persons were shown to have per- 
sistent achlorhvdria, by the histamine-gastric tube 
test. The 2-hour urine specimens of the 10 persons 
remained lighter in color than the 0.3-mg. standard, 
indicating achlorhydria. 

The azure A-cation-exchange-resin test for the pres- 
ence of free hydrochloric acid is a simple test, ap- 
plicable to survevs of large groups of persons. The 
reliabilitv of the test in distinguishing those persons 
who do not secrete hydrochloric acid is supported by 
the authors’ results and those reported in the literature 
The substance used in performing the test has so far 
proved to be relatively free of serious side-effects. The 
use of the test in patients with severe renal disease, 
gastric obstruction, diarrhea, and malabsorption svn- 
dromes requires further evaluation, but the test will 
probably prove to be unreliable under such circum 
stances. 


Primary Aldosteronism: Report of a Case and Dis- 
cussion of the Pathogenesis. D. Fine, E. Meiselas, 
J]. Colsky and others. New England J. Med. 256:147- 
152 (Jan. 24) 1957 [Boston]. 


A 33-year-old patient was admitted to the Maimon- 
ides Hospital of Brooklyn, N. Y., in February, 1952. 
The finding of muscle weakness, hypertension, hypo- 
kalemic alkalosis and hypernatremia, high urinary 
salt-retaining activity, and an adrenocortical adenoma 
with marked aldosterone-like activity led to the diag- 
nosis of primary aldosteronism. The symptomatology 
and the renal-metabolic defects were less intense in 
this patient than in previously reported cases. The 
endocrine disorder was associated with symptoms of 
rheumatic heart disease. The patient was admitted 
repeatedly to the hospital. At his 13th and last admis- 
sion in August, 1954, a final attempt was made to 
locate an adrenal mass by x-ray study before surgery. 
The patient refused to permit further studies. He died 
suddenly several days after his discharge from the 
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hospital. Autopsy showed a tumor completely within 
the coriex of the left adrenal gland. Bioassay of an 
extract of the adrenal adenoma revealed a sodium- 
retaining activity of 111.000 equivalents of gamma 
desoxycorticosterone acetate (DOCA) per kilogram of 
tumor issue. These observations suggest, that, as pro- 
posed for DOCA administration, the disturbances of 
primary aldosteronism derive in the first instance from 
accelerated tubular reabsorption of sodium that causes 
augmented excretion and negative balance of potas- 
sium. Surgical removal of hyperfunctioning adrenal 
tissue remains the only satisfactory treatment for 
primary aldosteronism. 


SURGERY 


The Treatment of Massive Hemorrhage from Gastric 
or Duodenal Ulcers. E. Ungeheuer. German M. 
Month. 1:357-359 ( Dec.) 1956 (In English) [Stuttgart, 


Germany]. 


Of 125 patients with peptic ulcer who were op- 
erated on because of massive gastric hemorrhage, 11 
(8.8%) died. Of 51 patients who were operated on 
early, i. e., 24 hours after the onset of bleeding, 2 
(3.9%) died. Of the remaining 74 patients, who were 
operated on late, i. e., from 3 to 10 days after the 
onset of bleeding, when conservative treatment had 
failed to prevent a second hemorrhage, 9 (12.1%) died. 
Although these results are weighted by the higher 
case fatality rate of the patients who were operated 
on late, they are better than those of purely medical 
treatment reported in the literature, with case fatality 
rates between 2.5 and 31%. A case fatality rate of 
3.9% is to be considered as a clear sign of the superior- 
ity of surgical over conservative treatment. 

Another advantage of surgical intervention is the 
permanency of the result obtained. Medical treatment 
does not banish the risk of recurrence of either the 
ulcer or the hemorrhage, nor does it eliminate the 
possibility of perforation or a malignant degeneration 
of a chronic ulcer. After a Billroth 2 operation, which 
is the method of choice in massive hemorrhage, these 
risks are permanently disposed of at once. Gastrec- 
tomy also is justified in patients with massive intestinal 
hemorrhage in whom laparotomy fails to reveal a 
palpable ulcer of the stomach or duodenum and in 
whom the possibility of bleeding from esophageal 
varices has been excluded by previous x-ray examina- 
tion. Endotracheal anesthesia ‘was preferred, and 
great importance was attached to a high oxygen con- 
centration in the anesthetic mixture. The patient’s 
blood pressure was never lowered artificially in order 
to prevent exposure of the anemic patients to the risks 
of further tissue hypoxia. 

Considering that 80 to 90% of massive hemorrhages 
are from chronic ulcers and that these patients are 
particularly likely to have recurrent hemorrhages, 
with fatal results in 70 to 75%, it is clearly advisable 
to remedy this condition once and for all by early 
operation. This obviates the necessity of operating 
under unfavorable conditions on an exsanguinated 
patient when a few days earlier operation could have 
been performed without any great risk. To a young 
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patient without a history of ulcer and with a mild 
hemorrhage that stops within a few hours, the cus- 
tomary medical treatment can be given just as com- 
petently by the surgeon, who will be ready to operate 
if the necessity arises. In practice, medical manage- 
ment alone is hardly ever sufficient. The widely di- 
vergent views about treatment should, therefore, be 
revised in the light of the favorable results of early 
operation. 


Esophageal Diverticula. R. P. McBurney, South. M. |. 
50:145-150 (Feb.) 1957 [Birmingham, Ala. ]. 


While diverticula of the esophagus are not common, 
they are increasing in frequency with the increasing 
age of the population. Pulsion diverticula usually oc- 
cur in the pharyngoesophageal area and less frequently 
in the epiphrenic area. They apparently are produced 
by pressure from the inside of the esophagus that 
causes herniation of the mucosa through the muscular 
walls. The sac of such a diverticulum is composed of 
mucosa, submucosa, and only vestiges of attentuated 
muscle. The traction diverticulum contains all the 
layers of the esophageal wall and is caused by inflam- 
matory tissue pulling on the esophageal wall. Such 
diverticula usually are found in the midesophagus 
near the tracheobronchial lymph nodes. In the author’s 
series of 57 patients, 32 had the pulsion type of pharyn- 
goesophageal diverticula, 17 had a midthoracic trac- 
tion type of diverticula, and 8 had a epiphrenic di- 
verticulum. Most patients were in the 5th, 6th, and 
7th decades of life. 

Symptoms varied with the location of the diver- 
ticulum. In the pharyngoesophageal type the most 
common symptom was dysphagia. Weight loss, de- 
hydration, regurgitation of food and liquid, a sense of 
fulness, or mass in the neck and substernal pain all 
were noted frequently. Repeated episodes of aspira- 
tion pneumonitis was a presenting complaint in 2 
cases. Some patients complained of a gurgling noise 
in the neck, others that the pillow was wet with saliva 
and food when they awoke in the mornings. A few 
had coughing spells that awakened them at night. The 
midthoracic traction diverticula were, as a rule, asymp- 
tomatic. Five of the 17 patients with this type, how- 
ever, complained of dysphagia. The patients with 
epiphrenic diverticulums complained mainly of epi- 
gastric and substernal distress, nausea and vomiting, 
dysphagia, and abdominal distention. 

The x-ray examination is the keystone of correct 
diagnosis and is positive in nearly all cases. Esoph- 
agoscopy has been strongly advised in the past, but in 
recent years there has been a tendency to do fewer 
such examinations. The danger of perforation out- 
weighs the value of the possible information obtained. 
Treatment was surgical in 18 patients; in the remain- 
ing 39, operation was either not advised or refused. 
Some of the patients in whom operation was not 
advised were seen in earlier years when it was thought 
that repair of esophageal diverticulum was dangerous. 
Many of these patients would now undoubtedly be 
advised to have surgical treatment. Of the resections 
for pharyngoesophageal diverticula 7 were 2 stage and 
6 were 1 stage, and 2 patients had the Ist stage of a 2- 








vat 
lar 
of 
ed 
he 


ch 
us 
rs 


1C- 
li- 


nd 


oT 
ost 
le- 
of 
all 


jae 


ise 
va 
Ww 
he 
p- 
W- 
ith 
pi- 
1g, 


act 


h- 


rer 
it- 
ad. 
in- 


ot 
ht 
us. 
be 
ms 


nd 


Vol. 164, No. l 


stage operation with gastrostomy. The 2 resections 
for traction diverticula and the 1 for epiphrenic di- 
verticulum were all l-stage procedures. The author 
prefers the 1-stage diverticulectomy. 


Management of Acute Empyema Thoracis. P. L. Rai. 
Punjab M. J. 6:171-184 (Nov.) 1956 [Jullundur City, 


India]. 


Rai believes that empyema cannot be cured without 
evacuation of the pus. The sulfonamides and penicillin 
prove useful in fighting the infection, but they must 
be combined with aspiration or surgical drainage. The 
author discusses the indications for and the techniques, 
as well as the advantages and disadvantages, of the 3 
methods used in the 96 patients with acute empyema 
treated by him between 1941 and 1955. Of these 
patients 12 discontinued treatment against medical 
advice. Forty-two of the remaining 84 were treated 
by aspiration and chemotherapy, with the result that 
29 were cured, the process became chronic in 3, and 
10 died. The closed method of intercostal drainage was 
used in 10 patients; 7 of these were cured, the empy- 
ema became chronic in 1, and the other 2 died. An 
open operation with rib resection was performed on 
32 patients; 25 were cured, the condition became 
chronic in 2, and 5 died. 


Severe Hemorrhages from the Esophagus, Stomach 
and Duodenum. J. Vandenbroucke. Belg. tijdschr. 
geneesk. 13:121-128 (Jan. 15) 1957 (In Flemish) 


[Leuven, Belgium]. 


In a series of 137 patients with severe hemorrhages 
of the esophagus, stomach, and duodenum, the hemor- 
thage was due to gastric carcinoma in 9 patients, ulcer 
of the stomach in 14, duodenal ulcer in 48, and portal 
hypertension in 27 patients. Sixteen of the 18 deaths 
occurred in these 98 patients. The 9 deaths among the 
23 patients with portal hypertension and _ cirrhosis 
occurred in patients ranging in age from 39 to 63 
veurs at the time of death. The 4 deaths among the 
14 patients with severe hemorrhage from ulcers of the 
stomach occurred at from 51 to 61 years of age. The 
deaths of the other 5 patients occurred at rather ad- 
vanced ages. Unusual causes of severe upper gastro- 
intestinal hemorrhages were observed in 14 of the 137 
patients. These included a woman with a gastric 
nolyp; a 28-year-old man with a pulmonoesophageal 
fistula; a 53-year-old man who had periarteritis nodosa 
and duodenal ulcer; 3 patients with carcinoma of the 
pancreas (whose severe hemorrhages were due to per- 
foration into the stomach or duodenum, ulcer, or 
thrombosis of the splenic vein with portal hyperten- 
sion respectively); a woman with angioma of the 
stomach; a patient with carcinoma of the gallbladder; 
2 patients with hiatal hernia; and 3 patients with 
hemorrhagic gastritis. 

Hemorrhagic diathesis seems rarely to be responsible 
for severe hemorrhages of the upper gastrointestinal 
tract. In 25 of the 137 patients (18%) the origin of 
the severe hemorrhages was not found. In other 
statistical reports this percentage ranges from 10 to 
25%. The author emphasizes that early roentgenologic 
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examination and gastroscopy will reduce this percent- 
age. These techniques will also reveal some of the rare 
causes of the severe hemorrhages, which, in many in- 
stances, will be amenable to surgical therapy. In 
patients over 50 years of age who have severe bleeding 
from duodenal or gastric ulcers, medical treatment 
will not always be effective so immedicate surgical 
treatment will be necessary. This was the case in 7 of 
62 patients in this series. A gastrectomy is usually 
advisable in severe hemorrhage from a postbulbar 
ulcer. Transfusions may have to be given in generous 
amounts, but they are unnecessary when the hemo- 
globin level is above 65% and the systolic blood pres- 
sure above 100 mm. Hg. In patients with bleeding 
gastric or duodenal ulcers, the author prefers early and 
continued feeding to starvation. A blind gastrectomy 
(without localization of the cause of bleeding) may 
be advisable. Resection of the esophagus above the 
cardia with ligation of the varices was life-saving in 3 
patients with threatening hemorrhages from esoph- 
ageal varices caused by portal hypertension. 


Double Fractures of the Leg: 25 Cases. P. Boutin. Rev. 
chir. orthop. 42:647-663 (No. 5) 1956 (In French) [ Paris }. 


The author reports on 5 recent cases of double frac- 
tures of 1 or both bones of the leg treated primarily 
and on 20 cases of double fractures of 1 or both bones 
of the leg that were given secondary treatment for 
poor reduction, pseudarthrosis, union with deformity, 
or osteitis. Most of the 25 patients had suffered violent 
injuries by direct impact in parachuting or falling 
from a running train or from a scaffold or in the war. 
One-third of the patients had associated fractures of 
the femur, the opposite leg, the upper extremities, or 
the cranium. The double fracture of the leg presented 
itself as an upper oblique fracture in the upper third 
of the leg and as a lower transverse fracture at the 
point where the lower third of the leg begins and the 
median third of the leg ends, the 2 fracture areas being 
separated by a diaphysial intermediary fragment of 10 
or 12 cmr-Fhere was extensive detachment of the peri- 
ostomuscular cylinder that ensheathes the intermedi- 
ary fragment. 

Fractures of this type are rare, and their treatment 
is difficult because of a tendency to pseudarthrosis. 
Details are given concerning only the 20 patients who 
had been treated elsewhere and were given secondary 
treatment by the author. Seven of the 20 had received 
primary treatment by osteosynthesis, and 13 had been 
treated with a plaster cast after reduction of the frac- 
ture. Pseudarthrosis had occurred in 11 patients in 13 
fracture areas. Osteitis had occurred in 10 patients 
and union with deformity in 13. Five patients had 
pseudarthritis, osteitis, and union with deformity si- 
multaneously. Amputation had to be performed in 2 
of the 5 patients and will probably be unavoidable 
in a 3rd. The author recommends that, in patients with 
closed doubled fractures consisting of oblique upper 
fracture and transverse lower fracture, nailing com- 
bined with screws be used for the upper fracture and 
a bone graft and screws for the lower fracture. In 
patients with oblique upper and lower fracture, nail- 
ing combined with screws should be used for both. 
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In patients with transverse upper and lower fractures, 
nailing should be combined with a long bone graft 
and screws used as a bridge if the intermediary frag- 
ment is short; a graft with screws should be applied 
to each of the double fractures if the intermediary 
fragment is to long to be bridged. This method of 
treatment, whether used for a recent closed double 
fracture or for one with pseudarthrosis, always _re- 
sulted in healing within the normally required time 
and with anatomic axes. Walking could be resumed 
fairly early because large nails of femur type that 
penetrated through the prespinal surface of the tibia 
and fitted perfectly were used (drilling is indispensa- 
ble). 

Although a satisfactory correction of the general 
axis of the leg might be obtained with relative ease 
by immobilization in a plaster cast, it is difficult to 
obtain simultaneously a satisfactory osseous coapta- 
tion at the level of each of the double fractures—a 
result that is, however, of greatest importance for the 
prevention of pseudarthrosis. Traction exerted by the 
quadriceps muscle on the short upper fragment makes 
reduction difficult. It is, therefore, necessary to use 
osteosynthesis by bone graft and screws rather than 
a plaster cast in most closed doubled fractures. It was 
used for the treatment of 3 of the 5 recent double 
fractures. In patients with open double fractures, the 
surgical treatment of the external wound should be 
combined with reduction, followed by strict immo- 
bilization with the aid of a plaster cast. Osteosynthesis 
should be considered only after reduction has failed. 


Reflections on 40 Patients with Cancer of the Ascend- 
ing Colon: Statistical Study. J. Sémeque and C.-L. 
Chatelin. J. chir. 73:5-21 (Jan.) 1957 (In French) [Paris]. 


All but 6 of the 40 patients whose records are re- 
viewed here were between 50 and 80 years of age. 
Although the sex incidence of cancer of the ascending 
colon is usually about equal, this group included 26 
women and 14 men. While diarrhea, intestinal hemor- 
rhage, and tumor of the colon are generally regarded 
as the characteristic triad of this type of cancer, the 
authors found that the symptoms in their patients 
were usually different. Refractory diarrhea led to 
examination in only 3, and intestinal hemorrhage was 
present in only 1 of the 40 patients. Tumor in the right 
flank was observed in 19 of the patients; in 9 of these 
it was no longer resectable, in 4 although the tumor 
was voluminous and fixed by adhesions it could be 
extirpated, and in 6 the tumor was still mobile, being 
the size of an orange in 2 but small and difficult to 
detect in the other 4. Pain was present in all but 1 of 
the 40 patients. Roentgenologic examination, although 
important in the diagnosis of tumor of the ascending 
colon, is not widely used. 

The cancer of the ascending colon was revealed in 
28 of the 40 patients by acute or chronic obstruction, 
in 6 patients by perceptible tumor, and in 5 by peri- 
toneal inflammation; in 1 patient the tumor was silent. 
A 1-stage hemicolectomy was performed in 27 of the 
40 patients, a 2-stage hemicolectomy in 4; pailiative 
operations in 8, and an exploratory laparotomy in 1. 


J.A.M.A., May 4, 1957 


There were 3 surgical deaths: 1 after the exploratory 
laparotomy, | after a palliative operation, and 1 among 
the 27 patients undergoing a 1-stage hemicolectomy. 
Seven of the 26 who survived the l-stage hemicolec- 
tomy could not be followed up, and 8 of the remain- 
ing 19 have died. In 6 of the 8 who died, the lymph 
nodes had become invaded, indicating that lymph 
node involvement signifies an unfavorable prognosis. 
Eleven of the 19 were still living. In the 7 who sur- 
vived the palliative operations, the survival period at 
the time of writing had been relatively short, only | 
being alive after 10 months. Of the 4 who underwent 
hemicolectomy in 2 stages, 3 have died. 


NEUROLOGY & PSYCHIATRY 


Epidemiology of Nonbacterial Meningitis (Serous 
Viral Meningitis) in the Governmental District of 
Diisseldorf, Northern Rhine-Westphalia, 1956. C. L. P. 
Triib and J. Posch. Medizinische, no. 4, pp. 139-143 
(Jan. 26) 1957 (In German) [Stuttgart, Germany]. 


An epidemic of nonbacterial meningitis in the form 
of serous viral meningitis of partly pandemic type 
occurred in the district of Diisseldorf, Germany, be- 
tween June and September, 1956. The district con- 
sists of 14 urban and 9 rural subdistricts and has a 
population of about 5 million. The total number of 
cases of abacterial meningitis was estimated to be 
45,000. Statistical data concerning the age and sex of 
451 patients were available. Of these, 305 (67.75%) 
were infants or children and 146 (32.25%) were over 
16 years of age. Boys predominated in a ratio of 2:1 
among the 305 children. Women predominated among 
the adults. The age of 73% of the adults was 30 years 
or less. Vomiting, severe frontal and supraorbital 
headache, mild meningeal irritation or mild stiffness 
of the neck, and a temporary rash similar to that of 
rubella on the face and thorax were the main symp- 
toms. An initial 2-day phase with temperature eleva- 
tions to 104 F (40 C) was followed, after an afebrile 
interval of from 5 to 8 days, by a second period of 
fever of from 1 day's to 4 days’ duration. The men- 
ingitic symptoms predominated in this second period 
but subsided rapidly after lumbar puncture, which 
was performed mainly for diagnostic reasons. The 
spinal fluid was fairly clear, but from 2,400 to 5,000, 
predominantly mononuclear, leukocytes per cubic 
millimeter were present. The total protein level varied 
from 40 to 60 mg. per 100 cc., and the reaction to 
Pandy’s globulin test was weakly positive. Complica- 
tions did not occur, and there were no deaths. The 
incubation period varied from 5 to 7 days. 

A previously unknown virus was isolated from the 
feces, sputum, and spinal fluid of the patients. Com- 
plement-fixation tests for poliomyelitis, mumps, lym- 
phocytic choriomeningitis, and influenza A virus in 
the blood and in the cerebrospinal fluid were nega- 
tive. The patients were given a proprietary, combined 
preparation of streptomycin and penicillin (Supracil- 
line) and tetracycline to prevent secondary infections. 
One hundred seventy-five cases of poliomyelitis were 
reported in the district of Diisseidorf in the same 
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period. Epidemiologic connections between the serous 
viral meningitis and the poliomyelitis could be neither 
definitely established nor excluded. 


Epidemic Occurrence of Nonbacterial Benign Men- 
ingitis. G. Hennemann. Medizinische no. 4, pp. 143- 
146 (Jan. 26) 1957 (In German) [Stuttgart, Germany]. 


An epidemic of nonbacterial meningitis occurred in 
\lainz and in several other cities and villages in the 
neighborhood of Mainz between July and October, 
1956. The author reports on 37 men (58%) and 28 
women (42%) between the ages of 14 and 50 vears 
with nonbacterial meningitis. The predominance of 
men might be explained by the fact that the men, 
because of their occupational activities, had more 
contact with the pathogenic agent than the women. 
Most of the men were between the ages of 20 and 30 
vears, but there was still a high incidence of the 
disease among women between the ages of 30 and 40. 
The disease was characterized by a sudden onset, 
with fever, severe frontal headache, pain in the neck, 
recurrent vomiting, feeling of pressure in the orbits, 
severe back pain, and sweating. Stiffness of the neck 
was observed in 90% of the patients and was most 
pronounced in the first 4 to 6 days of the disease. The 
temperature varied from 100.4 F (38 C) to 102.2 F 
(39 C). The sedimentation rate was increased in two- 
thirds of the patients. The leukocyte count was be- 
tween 5,000 and 10,000 per cubic millimeter. Definite 
leukopenia was rarely observed. A mild lymphomono- 
cytosis was found in about 40% of the patients. The 
spinal fluid pressure was increased in most of the pa- 
tients and in some above 300 mm. H.O. The spinal 
fluid was clear in some patients and turbid in others, 
depending on its cell content. Pleocytosis was pro- 
nounced. The number of cells varied from 500 to 
24,000 per cubic millimeter. Mononuclear cells pre- 
dominated in 60% of the patients. Polynucleosis was 
observed in the early phase of the disease in one-third 
of the patients, but it became lymphocytosis in the 
course of the disease. The increase in the total protein 
content of the spinal fluid was less pronounced and 
was below 3 Kaffka units in most patients. The sugar 
content was not increased. The patients were given 
antibiotics, sulfonamides, and cortisone, without not- 
able effect. Temperature was restored to normal by 
lysis or crisis after from 5 to 10 days. The general con- 
dition and the meningeal irritation improved simul- 
taneously. A second rise of temperature with worsen- 
ing of the findings in the spinal fluid for about 2 days 
was observed occasionally, but more than half of the 
patients were free of complaints after 2 weeks. The 
patients were discharged from the hospital after 3 or 
+ weeks, and at this time the number of cells in the 
spinal fluid was below 50 per cubic millimeter in 75% 
of the patients and not more than a 100 per cubic milli- 
meter in the rest. Complications were not observed. 
The causative virus was not identified. Differential 
diagnosis between nonbacterial meningitis and polio- 
myelitis was difficult in the initial stage of the disease 
and became possible only when the pronounced in- 
crease in cells in the spinal fluid was found not to be 
‘ssociated with paralysis. 
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PEDIATRICS 


Typhoid in Pregnancy as Cause of Neuropsychiatric 
Disorders in Infants: Three Cases. \1. Schachter. Re 
espan. pediat. 12:665-670 (Sept.-Oct.) 1956 (In Spanish 
[Zaragoza, Spain]. 


Typhoid in the course of pregnancy may be the 
cause of neuropsychiatric disorders in the infants 
Three cases are reported in children of 5, 5, and 3 
vears of age. In the Ist case, the mother had typhoid 
during the Ist month of pregnancy. The child was 
born at full term. When the child was observed at the 
age of 5 years, she showed deformities of the ears 
anisodactylism and isodactylism, and signs of an op 
eration for correction of palatine fissure and harelip 
She was mentally retarded and had severe behavior 
disorders. The other 2 mothers had typhoid fever when 
they were in the 5th month of pregnancy. Both chil- 
dren had convulsions. One of them had symptoms 
suggestive of whooping cough for 9 months. Both chil- 
dren had severe behavior disorders. 


The Follow-up Study of Hemangiomas of the Skin 
Treated and Untreated. W. Falk and D. Levy 
A. M. A. J. Dis. Child. 93:165-172 (Feb.) 1957 [Chi- 
cago}. 


Of 23 boys and 37 girls between the ages of 1 month 
and 4% years with the strawberry type of vascular 
nevus of the skin, 52 hud a single nevus each, 5 had 2 
nevi; 2 had 3 nevi; and 1 had 4 nevi, a total of 72 
lesions. Fourteen of the 72 lesions were treated with 
radium because erosions and ulceration with hemor 
rhage or severe disfigurement of the body part were 
likely to occur. The other 58 were left untreated. The 
60 patients were reexamined after a lapse of from 5 
to 8 years. Whenever the lesion was left to follow its 
natural course, it resolved without any residual scar- 
ring; 54 of 58 nevi had disappeared. Most vascula 
nevi fare best when left to their natural course. No 
active therapy should be undertaken except for nevi 
that are cosmetic blemishes or that cause functional 
impairment. The question of therapy of the latter 2 
types of lesions depends on the position and the size 
of the hemangioma and the general health of the 
child. In most of these nevi early irradiation is to be 
advised and carried out to prevent ulceration and more 
severe functional impairment later in life. 


Three Cases of Eosinophilic Granuloma of the Pelvis 
in Children. L. Nitter. Acta Radiol. 46:731-738 (Dec.) 
1956 (In English) [Stockholm]. 


Reviewing earlier reports on eosinophilic granu- 
loma, Nitter points out that, while Lichtenstein and 
Jaffe believed that eosinophilic granuloma is a dis- 
ease sui generis, most authors now consider that the 
condition is related to Letterer-Siwe’s disease and 
Hand-Schiiller-Christian disease, all being different 
stages of the same disorder of the reticuloendothelial 
system. Cases have been reported demonstrating tran- 
sition from eosinophilic granuloma to Hand-Schiiller- 
Christian disease. The disease occurs more frequently 
in girls than in boys; 2 of the 3 patients reported here 
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were girls aged 2% and 2 years, respectively, and the 
other was an 18-month-old boy. In all 3, the lesion 
was situated primarily in the pelvis, and in 2 of them 
it remained solitary. The roentgenographic findings 
were typical in all of them. The treatment was diffi- 
cult by reason of the location. One of the 2 girls and 
the boy were treated only with roentgen irradiation, 
after the histological diagnosis had been made, in 1 
case by biopsy and in the other from tissue removed 
by scraping. 

In the third case surgical removal of the affected 
tissue was performed, but marked progression neces- 
sitated roentgenotherapy 6 months later. Surgery has 
been employed to prevent irradiation damage to the 
ovaries. In the first girl, there were several reasons 
for administering roentgenotherapy, and an attempt 
was made to avoid irradiation of the ovary as far as 
possible by using a small field and directing the beam 
tangentially. In this girl and in the boy roentgeno- 
therapy gave good results with rapid healing. No new 
lesions were detected after 4 and 3 years, respectively. 
No inhibition of longitudinal growth was observed in 
these 2 patients. The radical operation performed in 
the third patient may possibly have contributed to the 
dissemination of the disease. Subsequent roentgeno- 
therapy had a favorable effect in this patient. Further 
observation is needed to ascertain whether this is 
simply a case of multiple lesions or whether there will 
be transition to another phase of the disease. The 
sedimentation rate was still high. This and the newly 
detected localizations indicate that the disease was 
still active. 


Research on the Myelograms of Full-Term, Premature, 
and Postmature Babies During the First 10 Days of 
Life. P. Nicola. Minerva pediat. 8:1454-1468 (Nov. 24) 
1956 (In Italian) [Turin, Italy]. 


The myelogram of 5 full-term, 5 premature, and 5 
postmature babies was studied on the lst and on the 
10th day after delivery. The babies of the Ist group 
weighed from 3,050 to 3,750 Gm.; their condition re- 
mained good throughout the period of observation; 
and they were all breast fed. The babies of the 2nd 
group were born after from 29 to 32 weeks of gesta- 
tion. Their weight was from 1,200 to 1,800 Gm., and 
their conditions were good. The babies of the 3rd 
group were born after from 42 to 44 weeks of gesta- 
tion. Their weight was 2,500 to 3,350 Gm., and 4 
showed signs of asphyxia at birth. They were all breast 
fed, and their conditions remained satisfactory al- 
though they showed symptoms caused by the pro- 
longed pregnancy. The myelograms of the full-term 
babies were characterized by an intense erythropoiesis 
manifested by a high erythroblastic content. The ex- 
amination made on the 10th day showed that the 
erythropoiesis had diminished markedly and the gran- 
uloblastic activity had increased. The findings in the 
premature babies were similar to those in the full- 
term babies. The erythropoiesis of the postmature in- 
fants was more intense than that of the other 2 groups. 
Examination after the 10th day showed that the func- 
tional inhibition present in the other 2 groups was 
not so marked. 


J.A.M.A., May 4, 1957 


The Day and Night Output of Urine in Enuresis. D. 
Vulliamy. Arch. Dis. Childhood 31:439-443 (Dec.) 1956 
[London] 


The day and night urinary output and the ratio of 
day to night volumes was determined in 22 children 
with enuresis and in 24 who did not have enuresis. 
Conditions of diet and fluid intake were standardized 
in both groups. Fluid intake apart from that in the 
food was 900 cc. for children between the ages of 4 
and 5 years, 1,050 cc. in those between the ages of 
6 and 8, and 1,200 cc. in those between the ages of 9 
and 12. Regulation of fluid intake and diet was begun 
2 days before the collection of urine was started, and 
this continued over an average period of 5 days and 
nights for each child. The sodium and potassium out- 
put was also measured, because it was hoped that 
this would assist in elucidating the cause of the antici- 
pated nocturnal polyuria. Most children passed _ be- 
tween 150 and 400 cc. of urine at night, the volume 
varying to some extent with age. There was no sig- 
nificant difference between the volume passed at night 
by the children with enuresis and that by the controls. 
There were, however, 4 children who passed amounts 
outside these limits and who may be said to have had 
nocturnal polyuria. Two had enuresis, and 2 were con- 
trols. No significant difference between the diurnal 
output of urine was observed in the children with 
enuresis and the controls. The average day to night 
ratio of urinary output for the group with enuresis 
was 1.93, while that of the control group was 1.90. 
The figures for sodium and potassium did not add 
any useful information. Thus, the theory that noc- 
turnal polyuria is a common contributory cause of 
enuresis was not confirmed. The association of relative 
nocturnal polyuria with steatorrhea was noted, but 
enuresis did not always accompany it. The tendency 
for most children with enuresis to have a relatively 
small bladder capacity, as judged by the maximum 
volume passed in one act of micturition, was con- 
firmed. ; 


Xanthomatosis Due to Stenosis of the Intrahepatic 
Bile Passages: A Clinical Contribution. O. Lanciano 
and L. Campea. Pediat. internaz. 6:337-359 (Oct.-Dec.) 
1956 (In Italian) [Rome]. 


A 7-year-old child with jaundice since his 8th day 
of life and xanthomatosis since he was 2 years and 7 
months of age was first admitted to hospital when 
he was 1% months old. Hypocholic feces, bile pig- 
ments of the urine, and normal cholesterinemia were 
observed. A tentative diagnosis of congenital partial 
obstruction of the bile passages was made. At the 
age of 2% years the child was subjected to an explor- 
atory laparotomy. The extrahepatic bile ducts were 
found normal, and a hepatic lymph node showed 
hyperplasia of the reticular cells. After the operation, 
however, jaundice was still present. The child was 
hospitalized again at the age of 7 years, at which time 
somatic hypoplasia, marked jaundice, diffused cuta- 
neous xanthomatosis, and marked hepatosplenomeg- 
aly were observed. Laboratory tests showed the 
presence of stercobilin in the feces, of bile pigments 
and urobilin in the urine, and of a high bilirubin level 
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in the serum. The serum level of total lipids was 3,284 
mg., total cholesterol 1,047 mg., and phospholipids 
1,725 mg. per 100 cc. Roentgenologic examination 
showed diffused osteoporosis of the skeleton; the bile 
passages were not visualized. The histological and 
chemical examination of a xanthomatous node showed 
the accumulation of intracellular and extracellular 
lipids and especially of cholesterol. The case was diag- 
nosed as xanthomatosis due to chronic partial ob- 
struction of the bile ducts. High lipemia is a character- 
istic sign of this disease. 


DERMATOLOGY 


Malherbe’s Mummified Tumor. A. G. Martins. Arq. 
pat. 28:123-204 (Dec.) 1956 (In Portuguese) [Lisbon]. 


A series of 227 mummified epidermoid cysts ( Mal- 
herbe’s mummified tumors) in 205 patients was ob- 
served. The disease is rare. It is twice as frequent in 
women as in men. The cysts seem to have their origin 
from embryonic ectodermal rests. They consist of 
primary basal cells with tumor-growing capacity in 
certain regions of the skin. The tumors grow slowly 
and spontaneously undergo degeneration with mummi- 
fication, frequently followed by calcification and ossi- 
fication. 

The tumors are benign, although in rare cases the 
histopathological picture may suggest malignancy. The 
tumors do not metastasize, do not regress spontane- 
ously, and do not recur after complete removal, but 
they may recur after an inadequate removal. The 
tumor is not caused by syphilis, tuberculosis, or trau- 
ma, but there may be a familial history of frequency 
of tumors of various types. The tumors occur, in order 
of frequency, on the face, scalp, neck, »nd arms. They 
rarely appear on the trunk, chest, and legs. They may 
be solitary or multiple, painiess or painful, and scme 
may itch. The treatment consists of wide surgical re- 
moval. Electrodieresis and postoperative roentgeno- 
therapy are unnecessary unless the histopathological 
examination of the removed tissue shows mitosis or 
atypical cells. Slow-growing solitary or multiple tu- 
mors need not be removed, but the patient should 
be examined at least once a year for the possibility of 
changes in the tumor. Yearly observation is also neces- 
sary after removal of the tumors. 


UROLOGY 


Complications of Nephrolithotomy with Special Ref- 
erence to Secondary Hemorrhage. W. P. Jordan and 
G. C. Tomskey. J. Urol. 77:19-23 (Jan.) 1957 [Balti- 


more]. 


The impetus for this study of the complications of 
nephrolithotomy was the occurrence of intractable 
hemorrhage in 2 patients within a short period of 
time. The complications discussed occurred in the 
course of 75 operations. The 2 cases of atelectasis and 
the 4 cases of thrombophlebitis might have followed 
any kind of major operation discussed. The complica- 
tions referable to the renal operations in these 75 
patients were as follows: secondary hemorrhage oc- 
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curred in 7. It was controlled by conservative meas- 
ures in 2, but nephrectomy was required in the othe: 
5. Persistent urinary fistula occurred in 6, all of which 
were instances of severe infection in which drainage 
by nephrostomy had been necessary for long periods 
The fistula closed spontaneously in 5 patients, but the 
remaining patient required nephrectomy for a persis 
tent renocutaneous fistula. Perinephric abscess ox 
curred in 2 patients. In 1 of them in whom the infect 
ing organism was of the genus Proteus, surgical 
drainage was sufficient, but in the other in whom 
Micrococcus (Staphylococcus) pyogenes, var. aureus 
was the causative organism, nephrectomy was neces 
sarv. Recurrent calculus formation was a delayed 
complication in 7 patients, and in 4 of these nephrec 
tomy became necessary. In 2 other patients the kidney 
failed to function after nephrolithotomy. 

Thus complications due to nephrolithotomy num 
bered 24 or nearly 33%. This is a high incidence for 
an operation that is performed to preserve function 
Secondary hemorrhage is presumably the result of 
necrosis and infarction of the renal parenchyma, 
which are probably attributable, in many cases, to the 
use of mattress sutures for closure of the parenchymal 
wound. A technique of closure is described in which 
these risks are eliminated. In this technique the calyx 
is first closed with interrupted sutures of 000 absorb- 
able surgical sutures. All large vessels are tied sepa- 
rately. The wound in the cortex is then approximated 
by interrupted double sutures of 0 chromic absorbable 
surgical sutures, tied over pieces of fat and muscle 
on each side of the wound. A large, curved, cutting 
needle or a straight Keith needle can be used, but the 
preference of these authors is for the crochet type 
of needle designed by Dee, the use of which greatly 
simplifies closure. Neither strangulation nor constric- 
tion of renal tissue has been observed in any of the 
15 patients in whom this technique was used in the 
past year, and hemostasis has been satisfactory. Be- 
cause of its serious consequences, nephrolithotomy 
should not be performed unless there are definite con- 
traindications to management by pyelolithotomy. 


Renal Hemangioma with Hematuria. F. Bierring. 
Ugesk. lager 118:1459-1461 (Dec. 6) 1956 (In Danish) 
[Copenhagen]. 


Renal hemangiomas are infrequent and present no 
characteristic roentgenologic changes. Deformed cal- 
ices and pelvis can be expected only in the case of 
larger hemangiomas and have been observed in but few 
patients. Hematuria occurs when renal hemangiomas 
cause arrosion of the epithelium of the urinary duct; 
it is often intermittent and may be monosymptomatic 
or accompanied by colicky pain due to passage of a 
clot. Cystoscopy shows the unilateral nature of the 
hematuria. Most of the cases reported were discov- 
ered only after nephrectomy on diagnosis of essential 
hematuria. Macroscopic unilateral hematuria without 
other cause and with or without few pyelographic 
changes should suggest possible renal hemangioma, 
especially if the symptom is of long duration. This re- 
mote possibility does not justify an expectant atti- 
tude toward so grave a symptom as hematuria. The 
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patient reported on by Bierring had severe hematuria 
due to a small hemangioma; hematuria had occurred 
twice before, the first time 19 years earlier. The pos- 
sibility of benign renal tumor was considered pre- 
operatively. Nephrectomy was performed. Renal re- 
section has been performed on only a few patients in 
whom the hemangioma was easily recognizable. 


The Meaning of Symptoms in the Diagnosis and Prog- 
nosis of Renal Tumors. S. Petkovic. Urologia 23:113- 
124 (April 20) 1956 (In French) [Treviso, Italy]. 


A series of 100 patients with tumor in the paren- 
chyma of the kidney were observed. Of these 83 were 
subjected to nephrectomy, and 10 died. A study of 
the meaning of the symptoms in these patients showed 
that both benign and malignant forms of tumor dur- 
ing the preoperative period may produce similar 
symptoms. In malignant tumors, the triad of symptoms 
(hematuria, pain, and edema), observed in 39 pa- 
tients, may indicate that the diagnosis has been made 
too late. In benign tumors, those same symptoms did 
not prevent fairly good results. Practically, however, 
these 3 symptoms mean that half the number of pa- 
tients should be considered as lost. Hematuria was 
the first symptom in 50 patients. An attempt to base 
preoperative prognostic conclusions on this symptom 
gave contrasting results. The prognosis was either 
very good or very bad in patients who had hematuria 
for only a short time. 

The brief preoperative development of symptoms 
did not prevent death in some patients, but in others 
with a less malignant form of tumor the postoperative 
course was very smooth. Sixty-two patients had sharp 
pain, 32 had colic, and 25 had no pain. Persistent pain 
was a symptom of a high grade of malignancy, with 
probable metastasis. Edema, present in 72 patients, 
is a bad prognostic sign if it is the initial symptom. 
Absence of the 3 classic symptoms did not increase 
hope for better results. Renal tumors with a long pre- 
operative course with hematuria as a first sign are 
associated with a better prognosis than those in which 
edema is the first sign. Loss of strength and of weight 
are bad prognostic signs. The author believes that in 
most patients an accurate prognosis cannot be based 
on the histological examination. Some with similar 
histological findings had very different prognoses. A 
more accurate diagnosis can be based on the study 
of the anatomic stage of development of the tumor. 
The author is pessimistic about the validity of the 
clinical signs as a means for an early diagnosis. A 
pyelogram is conclusive only when the disease is al- 
ready far advanced. 


Study of 229 Consecutive Cases of Total Perineal 
Prostatectomy for Cancer of the Prostate. R. D. Turner 
and E. Belt. J. Urol. 77:62-77 (Jan.) 1957 [Baltimore]. 


This paper analyzes 274 consecutive total perineal 
prostatectomies performed for suspected malignancy 
of the prostate gland. The analyses were made with 
the help of punch cards, sorters, and tabulators for 
comparative study. Forty-five cases were excluded 
because microscopic studies did not reveal malignant 
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tissues, the pathological reports were missing, or the 
primary cancer was in another organ. Jewett’s evalua- 
tion of the results of radical perineal prostatectomy 
for cancer of the prostate established the soundness 
and value of this operation. The modified technique 
emploved in the 229 cases analyzed here differs from 
Young's original operation in several ways: 1. The 
approach through the perineum is between the rectum 
and the anal sphincters. 2. No bladder cuff is routinely 
removed unless there is invasion into the bladder 
neck. 3. Prior to 1946, a small portion (less than 1 cm.) 
of the apex of the prostate was left in, in an effort to 
avoid injury to the external sphincter and to prevent 
incontinence. Since 1946, the entire prostate, seminal 
vesicles, ampullae, and several centimeters of the vas 
deferens have been removed. 4. The bladder neck is 
anastomosed directly to the urethra around a Foley 
catheter by 4 quadrant sutures. 

As regards morbidity, mortality, course, and com- 
plications, the 229 cases analyzed here closely re- 
semble those presented by Jewett. The central fact 
that emerged from his studies and from this one was 
that, in patients in whom cancer of the prostate is 
recognized early and in whom the prostate with its 
cancer is removed before the cancer has extended 
beyond the prostatic capsule, a 10-year survival rate 
is attained, which closely approximates the survival 
rate of patients of this same age group in the general 
population. It follows that earlier recognition is of 
vital importance. Simple digital examination of the 
posterior aspect of the prostate in the course of an 
ordinary rectal examination is a more effective means 
of discovering the presence of early cancer of the 
prostate than are more elaborate methods of study. 
Hence, rectal examinations should be routinely made 
in men of the age group in which cancer of the pros- 
tate may be expected to occur. An effective surgical 
procedure, total perineal prostatectomy, is available 
for cure of such cancers. Total removal by uroiogists 
should be encouraged on the basis of the higher sur- 
vival rate associated with this form of surgical attack. 


Non-Contrast-Producing Urinary Concretions as Cause 
of Obscure Symptoms and of Severe Renal Damage. 
G. Rodeck. Chirurg 28:9-14 (Jan.) 1957 (In German) 
[Berlin]. 


Most urinary calculi are revealed by roentgeno- 
graphic methods, but a certain percentage do not 
produce shadows. Such calculi may be the cause of 
hematuria, chronic infections of the urinary tract, 
damage to the renal parenchyma, and of colicky or 
continuous pains. The author gives particular attention 
to the non-contrast-producing calculi of the ureters 
and of the renal pelvis, pointing out that those of the 
bladder are more readily recognized if not by cysto- 
scopy by the use of a contrast medium. The ray ab- 
sorption factor determined by the chemical composi- 
tion of the stone is not the only reason a concrement 
fails to produce a shadow. Other factors are surround- 
ing fluids, bones, vessels, and intestinal shadows. To 
avoid diagnostic errors in the presence of non-contrast- 
producing calculi, it should be remembered that the 
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presence of urinary calculi is always accompanied by 
signs of inflammation, which, if not due to bacterial 
infection, may be caused by mechanical irritation. 
While ureteral calculi may cause signs of stasis, those 
lodged in the renal pelvis generally do not unless in- 
flammatory symptoms have been intensified by bac- 
terial infection producing excretory blockage, with 
dilatation of the renal calices. If the lesion has ad- 
vanced to this point it may be too late to save valuable 
tissue. The most valuable aid in diagnosis is excretory 
urography and repeated retrograde and graduated 
contrast fillings with pyelography. 

In 1 of the author's patients the presence of a large 
stone that had become a mold of the renal pelvis on 
the left side and a ureteral stone on the right side was 
deduced from roentgenologic signs. The large stone 
of the renal pelvis had remained unrecognized for 
years and during this time had produced severe tis- 
sular damage. The development of the ureteral cal- 
culus on the right side produced a threatening situa- 
tion, but, since no bacterial infection had supervened, 
a conserving operation could be planned for the left 
side. The ureterotomy on the right side was well 
tolerated, and the postoperative excretory pyolo- 
graphy showed normal excretion with retrogression 
of the stasis. Six weeks later a large coral-shaped uric 
acid calculus that had become a mold of the left 
renal pelvis was removed. Although there was much 
cortical scarring, an organ-sparing operation was per- 
formed because of the bilateral nephrolithiasis. Three 
points are stressed on the basis of this case history. 
1. The presence of a calculus cannot be excluded 
without contrast filling of the renal calices. 2. The 
opposite kidney should always be examined, if an 
operation is planned on the kidney or ureter of one 
side. 3. An organ-sparing operation may be success- 
ful even in the presence of large stones that have be- 
come a mold of the renal pelvis. Such an operation 
should always be attempted if the lithiasis is bilateral. 
The other 2 patients whose histories are presented 
had similar calculi of the renal pelvis. Of 225 opera- 
tions performed for urinary calculi, 51 were nephrec- 
tomies, 7 nephrotomies, 55 pyelotomies, 72 uretero- 
tomies, and 40 suprapubic cystotomies. There were 2 
deaths, 1 from bronchopneumonia and | from urosep- 
sis. All the other patients were free from fistulas and 
had good excretory function at the time of discharge 
from the hospital. 


THERAPEUTICS 


Cardiac Manifestations of Hypopotassemia in Pa- 
tients Treated with Chlorpromazine. R. M. Perrot, 
G. Moreau-Gaudry and Y. Le Borgne. Presse méd. 
64:2076 (Dec. 12) 1956 (In French) [Paris]. 


The authors report on a 26-year-old man with a 
schizophrenic syndrome and a 56-year-old man with 
manic-depressive psychosis of the hypomanic type 
who were treated with chlorpromazine. An arrhythmia 
with frequent extrasystoles appeared after 4 weeks of 
treatment with chlorpromazine in the younger patient. 
The electrocardiogram showed a lowering of the ST 
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segment and an inversion of the T wave. These obser- 
vations suggested hypopotassemia, which was con- 
firmed by the laboratory finding of a blood potassium 
level of 130 mg. per 100 cc. (3.3 mEq. per liter). The 
patient was given a daily dose of 2 Gm. of potassium 
chloride orally. The extrasystoles became less fre- 
quent, and, after 4 months of treatment with potassium 
chloride, the electrocardiogram was completely nor 
mal. The older patient had a history of rheumatic 
fever. Tachycardia was present when treatment with 
chlorpromazine was instituted, but severe arrhythmia 
with extrasystoles occurred after 4 months of treatment 
with chlorpromazine. The patient was given 1.5 Gm. of 
potassium chloride daily by mouth. There was rapid 
clinical improvement, and the electrocardiogram be 
came normal within 2 months. Hypopotassemia, a 
relatively rare finding, had been reported previously 
in the course of artificial hibernation, chlorpromazine 
being one of the ingredients of the “lytic cocktail.” 
The authors emphasize the fact that the cardiac dis 
turbances and the electrocardiographic changes in the 
two patients reported on disappeared after the ad- 
ministration of potassium chloride. 


Results of Treatment with a New Vasodilator in Pa- 
tients with Severe Disturbances of Blood Supply in 
the Lower Extremities. K. Weghaupt. Wien. klin 
Wehnschr. 69:31-32 (Jan. 11) 1957 (In German) 
[ Vienna]. 


Duvadilan, a proprietary preparation of 1-( p-hy 
droxypheny!] )-2-( 1-methyl-2-phenoxyethylamino ) pro- 
panol, which greatly increases the _ peripheral 
circulation in the extremities without causing a lower- 
ing of blood pressure or a significant increase of the 
pulse rate, was given to a 59-year-old woman with a 
malignant tumor of the vulva in whom a severe dis- 
turbance of circulation in the left lower extremity had 
occurred after combined surgical, x-ray, and radium 
treatment. The patient had severe pain in the left 
lower extremity, the lateral portion of which showed 
a white discoloration. The pulse in the left femoral 
artery was not palpable. There was beginning gan- 
grene, and paravertebral anesthesia of the sympathetic 
nerve with 10 cc. of a 1% solution of procaine hydro- 
chloride in the area of the 2nd and 3rd lumbar 
ganglions was ineffective. Administration of large 
doses of other vasodilators such as nicotinic acid de- 
rivatives and hydrogynated ergotoxic alkaloids also 
failed. Amputation was recommended by 4 surgeons 
but was refused by the patient. 

The entire lateral portion of the skin showed a 
blue-brown discoloration on the 22nd day after the 
onset of the first symptoms. The entire foot showed 
the same discoloration, and the leg was cold and ex- 
tremely painful. Moist gangrene of 2 toes developed, 
and a burrowing ulcer occurred in the lateral portion 
of the leg. Two ampuls of 10 mg. of Duvadilan each 
were injected 3 times daily. Pain in the extremity sub- 
sided, and a notably regressive tendency of the dis- 
coloration of the skin was observed within a few days 
after the institution of the treatment. The necrotic 
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portions of the skin sloughed off several days later, 
and the pulse of the femoral artery became faintly 
palpable. Granulations in the area of the cutaneous 
defect caused healing of the ulcer. The patient was 
discharged after 1 month of treatment with Duvadilan 
but continued treatment by taking 6 tablets of 10 
mg. of the drug orally daily for 2 months. The drug 
was well tolerated. Seven months after the institution 
of treatment the patient was able to walk long dis- 
tances without discomfort, trophic disturbances were 
completely healed, and the pulse of the femoral artery 
was readily palpable. 

Four additional patients with severe intermittent 
claudication due to arteriosclerosis were treated with 
Duvadilan. The drug was given orally in daily doses 
of 60 mg. The patients soon were able to walk longer 
distances before symptoms reappeared and _ finally 
were able to walk long distances without pain. One of 
the patients had severe sciatic pain possibly caused 
by a disorder of nutrition of the nerve. This pain 
subsided completely as a result of the treatment. 
Duvadilan is considered a valuable drug, and its ad- 
ministration may make amputation unnecessary. 


Urinary Infections Due to 4, 4’-Diaminodipheny] Sul- 
phone Therapy: Report of Three Cases. F. C. Combes 
and M. Reisch. Brit. J. Dermat. 69:25-27 (Jan.) 1957 


[London]. 


Diaminodipheny] sulfone (dapsone) has been used 
effectively not only in tuberculosis and leprosy but 
also in many toxic bullous eruptions, especially derma- 
titis herpetiformis and pemphigus. Urinary infections 
developed in 3 patients who were treated with dap- 
sone for dermatitis herpetiformis, pemphigus vulgaris, 
and leprosy respectively. When the administration of 
the drug was discontinued and a suitable antibiotic 
was given, the patients recovered. To ascertain why 
the prolonged administration of dapsone results in 
pyelonephritis rather than in intestinal disturbances 
that sometimes accompany the protracted administra- 
tion of antibiotics, the absorption and excretion of the 
drug were studied. After the administration of thera- 
peutic doses of dapsone, it is found in all tissues and 
body fluids, the liver and kidney containing relatively 
high concentrations. Minor disturbances such as re- 
peated attacks of erythema nodosum, arthralgia, and 
peripheral neuritis due to intolerance of sulfone ther- 
apy are common, but side-reactions involving the 
urinary tract, such as reported here are not common. 
The authors recommend that patients with slight 
albuminuria be given lower than ordinary dosages of 
dapsone. When administering dapsone by mouth, it 
should be remembered that it is capable of provoking 
urinary infection by organisms resistant to it. 


Infections Complicating Cortisone Therapy. F. P. 
Smith and E. A. Cleve. New England J. Med. 256:104- 
108 (Jan. 17) 1957 [Boston]. 


Six patients are reported in whom infection compli- 
cated cortisone therapy; 3 of them died. The steroid 
had been given to 3 of the patients for rheumatoid 
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arthritis, to 1 for rheumatic fever, and to 1 for acquired 
hemolytic anemia. In the 6th patient, there was less 
justification for steroid therapy for “supportive effect” 
in treating severe liver damage. The experimental 
data supported the assumption that cortisone was re- 
sponsible for the complications by bacterial infection. 
The disease process in 1 of the patients corresponded 
to that seen in animal experiments in which an ordi- 
narily nonpathogenic organism was able to invade 
and kill when the defenses of the host were lowered 
by cortisone. This patient’s tissues resembled those de- 
scribed in the animals, showing widespread micro- 
scopic abscesses with little tissue reaction. One patient 
had histoplasmosis and 1 had monilia infection. Both 
died. The authors believe that the observations on 
these patients emphasize the numerous warnings of 
the hazards of cortisone therapy. 


Considerations of 3 Cases of -Acute Meningitis in the 
Course of Cortisone Therapy. F. A. Fusco. Arch. 
“E. Maragliano” pat. e clin. 12:977-999 (Oct.) 1956 (In 
Italian) [Genoa, Italy]. 


Septic complications occurred in 6 patients in a 
group of 200 persons undergoing hormonal therapy. 
Three of these 6 patients died of fulminating purulent 
nonmeningococcic meningitis while they were under- 
going cortisone therapy—for acute subleukemic leu- 
kemia in the Ist patient, acute disseminated lupus 
erythematosus in the 2nd, and chronic lymphocytic 
leukemia in the 3rd. The general condition of these pa- 
tients was poor; agranulocytemia or severe granulo- 
cytopenia was present in their blood. The meningeal 
localization in patients with septic complications is 
rare. The authors believe that the infection was caused 
by a marked reversion of the immunoallergic responses 
of the organism, which is likely to take place in pa- 
tients who are susceptible to toxic and infectious com- 
plications. 


Antileukemic Action of Reserpine. A. Goldin, R. M. 
Burton, S. R. Humphreys and J. M. Venditti. Science 
125:156-157 (Jan. 25) 1957 [Washington, D. C.]. 


Since large doses of reserpine produce marked 
changes in the normal metabolic patterns, it was 
thought possible that this drug might alter the metab- 
olism of tumor cells more extensively than it did that 
of normal cells and, thereby, prove detrimental to the 
tumor. The data presented show that reserpine can 
exert an antileukemic action. Hybrid male mice were 
inoculated in the right hind leg with 0.1 ml. of a 
suspension of leukemic cells. Leukemia was allowed to 
develop until the local tumor had reached a diameter 
of from 9 to 12 mm. (estimated by palpation), at 


which time the disease is generally systemic as well 
as local. The mice were then divided at random, and 


the designated groups were treated with a single 
injection of reserpine. This produced an almost three- 
fold increase in the survival time. Inhibition of the 
growth of the local tumor was observed consistently 
in the reserpine-treated mice. Five days after the 
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administration of reserpine, when all contro] animals 
were dead, the change in the mean tumor diameter 
was an inverse function of the dose of reserpine given. 
Treatment with reserpine frequently appeared to re- 
sult in complete disappearance of the local tumor at 
the site of leukemic inoculation, but transplantation of 
the spleen from several such mice resulted in leukemic 
growth, indicating that systemic infiltration had not 
been wholly suppressed. Concomitant with the inhibi- 
tion of local tumor growth, reserpine also appeared 
to retard the usual terminal leukocytosis in the periph- 
eral blood. Preliminary experiments indicate that a 
regimen of daily treatment with small doses of reser- 
pine may be superior to treatment with a single large 


dose of the drug. The mechanism by which reserpine 


exerts its antileukemic action is not known. 


Hepatic Coma: Use of a New Drug, Arginine, in Its 
Treatment. R. Manning and M. Delp. J. Kansas M. 
Soc. 58:18-20 (Jan.) 1957 [Topeka]. 


Excessive accumulation of ammonia is an important 
factor in the metabolic disorders involved in hepatic 
coma, and, since l-arginine hydrochloride had proved 
effective in protecting rats against toxic doses of am- 
monium acetate, the authors decided to use this sub- 
stance on 3 patients with hepatic coma. It was given 
intravenously. All 3 patients recovered much more 
rapidly than had other patients treated with different 
methods. None of the 3 patients received monosodium 
glutamate at any time, although other means of sup- 
portive therapy were given. Arginine probably exerts 
its beneficial and protective effect by increasing the 
turnover rate of the classic Krebs-Henseleit urea cycle 
within the liver. The authors recommend the use of 
arginine in the management of hepatic coma. 


Nicotinyl Alcohol Tartrate in Intermittent Claudica- 
tion. R. O. Gillhespy. Brit. M. J. 1:207-208 (Jan. 26) 
1957 [London]. 


Fifty patients with severe intermittent claudication 
secondary to generalized arteriosclerosis were given | 
25-mg. tablet of nicotiny! alcohol tartrate or a placebo 
of identical appearance 4 times daily for at least 18 
months. Patients who had any other serious disease, 
correction of which might have influenced the assess- 
ment of the results, were excluded. A_blind-control 
trial of the drug was believed to be essential because 
of the difficulty of making an unbiased assessment of 
improvement in such a chronic condition. At the end of 
the 18 months, only 30 patients remained for final 
assessment. Fifteen patients had died, 3 had moved to 
another area, and 2 had refused to complete the course 
of treatment. Of the 30 patients, 17 had received 
nicotinyl alcohol tartrate. Ten of the 17 patients had 
had moderate improvement and 3 slight improvement, 
and in 4 the therapy failed. None of the 13 control 
patients were even moderately improved, 4 were 
slightly improved, and 9 had no change. Results in 
the patients who were given the active drug thus 
were significantly better than in those who received 
the placebo. Nicotiny] alcohol tartrate is a useful drug 
in the control of intermittent claudication. 
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PATHOLOGY 


Drowning. K. Bowden. M. J. Australia 1:39-43 (Jan 
12) 1957 [Svdney, Australia]. 


On examination of the bodies of drowned persons, 
the usual signs of death from drowning are sometimes 
missing, and so a search has been made for some 
postmortem finding that is diagnostic of death from 
drowning. Investigators demonstrated in animals that 
water might enter the blood stream by way of the 
pulmonary alveoli and might quickly reach the left 
side of the heart. Attention was focused in fresh- 
water drowning on the possible dilution of the sub- 
stances in the blood in the left side of the heart as 
compared with that in the right as an aid in the diag- 
nosis of death from drowning. Gettler’s test on the 
difference in chloride levels in the two sides of the 
heart is mentioned, as is the work of Jetter and Moritz, 
who demonstrated that it is essential to determine 
what happens to the various constituents of the blood 
after death in ordinary cases in which death is not due 
to drowning. They concluded that within from 6 to 12 
hours after death there was a progressive fall in the 
blood chloride level and a rise in the magnesium 
level. This has to be kept in mind when interpreting 
postmortem analysis of the blood constituents in 
cases of suspected drowning, and it imposes limitations 
on their use. Observations on animals raise some 
interesting questions about drowning in man. For ex- 
ample, is death in fresh-water drowning due_ to 
ventricular fibrillation brought about by the rapid 
flooding of the blood stream with water? Does the 
mechanism of death differ in fresh-water drowning 
from that in salt-water drowning, in which ventricular 
fibrillation has not been so commonly observed? Could 
the rise in magnesium level in the blood in salt-water 
drowning of itself lead to death? In other words, are 
there additional factors? Is death in drowning a much 
more complex problem than simple asphyxia? 

The author presents data on serum electrolyte levels 
in 6 patients. drowned less than 4 hours previously in 
fresh water and in 5 subjects drowned in salt water. 
The control series included subjects who had been 
dead for 5 to 36 hours as the result of hanging, a per- 
son dead from head injury, and several other subjects 
who had died suddenly less than 4 hours previously. 
It was found that in fresh-water drowning and in salt- 
water drowning the changes in the electrolyte levels 
tend to be in opposite directions. For example, the 
elevation of both sodium and chloride levels in salt- 
water drowning is not what one expects to find as a 
result of postmortem change and is in the opposite 
direction from the changes in sodium and chloride 
levels in fresh-water drowning. This tendency toward 
changes in opposite directions indicates that asphyxia 
alone is not a common factor setting up the alteration. 

Provided that their limitations are appreciated, bio- 
chemical tests may be of value in the diagnosis of 
drowning. It seems probable that, in some cases of 
salt-water drowning, cardiac arrest or ventricular 
fibrillation may rapidly set in as a result of the bio- 
chemical changes in the blood. Hemolysis is a feature 
in some cases of fresh-water drowning. Since drowning 
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is a much mcre complicated process in many instances 
than simply deprivation of air or anoxia, is it necessary 
to do more than attempt to clear the airway and main- 
tain artificial respiration? Is there a place for cardiac 
massage or the use of a defibrillator? Is intravenous 
therapy necessary? Additional treatment along these 
lines in some instances appears to be largely imprac- 
ticable, but it is not necessarily so. Since drowning is 
a complicated process and more difficult to treat than 
is generally known, learning to swim should be * art 
of every child’s education. 


Tumors of the Vascular System with Special Reference 
to Malignant Angio-endothelioma. D. J. Reddy, K. G. 
Gupta, T. S. Rao, an others. Indian J. Dermatol. & 
Venereol. 22:165-174 (Oct.-Dec.) 1956 [Bombay, 
India]. 


Of the patients with hemangiomas and lymphangi- 
omas on whom the authors made clinical and _his- 
tological studies, 18 with hemangiomas and 3 with 
lymphangiomas presented no unusual features. How- 
ever, 4 endotheliomas were malignant and 4 others 
showed clinical and histological findings bordering on 
malignancy. Two of the vascular tumors were of the 
sclerosing type of angioendothelioma that are likely 
to be mistaken for fibromas. While the ages of the 
patients ranged from two months to in the 7th decade, 
40% of the hemangiomas occurred in children less 
than 10 years of age. The malignant endotheliomas, 
however, with one exception (a 2-year-old-child ), oc- 
curred in patients between the 3rd and 7th decades. 

In commenting on 4 patients with lesions on the 
borderline of malignancy, the authors say that patholo- 
gists have noted that, despite evidence of malig- 
nancy, few of these tumors metastasize, although 
surgeons are familiar with the benign metastasizing 
angioendothelioma. These contradictory findings are a 
warning against dogmatism on the part of the pathol- 
ogist and the clinician. The unpredictable biological 
behavior of angioendothelioma should be realized. The 
influence of trauma in the production of tumors of the 
vascular system is well established. The authors be- 
lieve that intramuscular injections in the gluteal region 
in one of the reported cases, constant injury to the 
mucosa and structures beneath it by a protruding 
canine tooth in another, and a cut over the chin sus- 
tained by another patient were probably responsible 
for the neoplasms at these sites. Chronic inflammatory 
reaction that followed ulceration of the angioendo- 
thelioma over the scalp may have given the histological 
picture of borderline malignancy. 


Residual Radiologic Findings in Patients with Pul- 
monary Tuberculosis Treated with Tuberculostatic 
Drugs: Interpretation as a Function of Anatomic Ex- 
aminations. G. Brouet, J. Marche and J. Chrétien. 
Rev. prat. 7:233-246 (Jan. 21) 1957 (In French) [Paris]. 


A series of 1,800 lung specimens that were removed 
surgically from patients who had pulmonary tubercu- 
losis and who had been treated with tuberculostatic 
drugs were examined macroscopically and micro- 
scopically. Of these, 40 demonstrated the efficiency of 
this treatment as revealed by a biological cure of the 
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tuberculosis. An operation had been performed on 
each of these patients for 1 of the following 3 reasons: 
1. The patient wanted to be freed from a residual 
minor abnormality revealed by the chest roentgeno- 
gram, because this abnormality required careful ob- 
servation after prolonged treatment. 2. Although the 
roentgenograms taken after the treatment with the 
tuberculostatic drugs showed almost complete clear- 
ing of the lungs, the Ist roentgenograms taken before 
the institution of the treatment had shown such severe 
tubercular lesions that caution seemed to be war- 
ranted in pronouncing the recovery complete. In pa- 
tients belonging to these 2 groups, complete healing 
of the tuberculous foci in the absence of any non- 
specific, significant, and residual alterations may be 


‘ observed frequently on microscopic examination. 


Fourteen of the 40 specimens were from patients in 
1 of these 2 groups. 3. Roentgenograms revealed im- 
portant residual abnormalifies after a more or less 
prolonged treatment with the tuberculostatic drugs, 
or the appearance and the size of the lesions in the 
roentgenogram did not warrant a favorable prog- 
nosis. The findings suggested the persistence of ac- 
tive tuberculous foci despite constantly negative bac- 
teriological findings. The anatomic examination of the 
removed specimens, however, showed that the radio- 
logic interpretation had been erroneous and confirmed 
the efficiency of the antituberculous chemotherapy. 
Twenty-six of the 40 specimens were from patients in 
this group. 

The macroscopic and microscopic examination of 
the 14 specimens did not show any residual tubercu- 
lous foci in the pulmonary parenchyma. Microscopic 
examination revealed either a systemic, pure, diffuse 
or localized sclerosis or air-containing structures free 
of any tuberculous activity. These air-containing 
structures had been interpreted erroneously as tuber- 
culous cavities in the roentgenograms. They were 
rarely the result of a vesicular emphysema around the 
lesions but more often resulted from extensive bron- 
chiectases of an entire segment or lobe, but they were 
free of any active or associated bronchial tuberculiza- 
tion. Cicatricial cavities were observed frequently. 
The same changes were observed in the 26 specimens, 
but one or several inactive tuberculous foci persisted. 
The patients with these findings, nevertheless, had 
made a clinical recovery. These foci were completely 
involuted and very small, and the anatomic changes 
were not characteristic of tuberculosis. There were no 
exudative or follicular lesions in the adjacent paren- 
chyma. 

The macroscopic and microscopic examinations of 
lung specimens removed surgically make possible a 
better interpretation of roentgenograms that show 
residual changes in patients treated with tuberculo- 
static drugs. They also show that a total anatomic re- 
covery is possible in some patients after sufficiently 
prolonged chemotherapy (for 12 months in patients 
with recent common forms of pulmonary tuberculosis, 
and for from 18 to 24 months in patients with severe 
initial or untreated old lesions). A cure of pulmonary 
tuberculosis treated accordingly may be obtained with 
radiologic sequelae that do not necessarily indicate 
active lesions. 
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Struma Ovarii: A Follow-up Study of 20 Cases: (Aber- 
rant Thyroid Tissue III). J. B. Dalgaard and P. Wette- 
land. Acta chir. scandinav. 112:1-15 (No. 1) 1956 (In 
English) [Stockholm]. 


A total of 62,000 biopsy specimens were examined 
for evidence of aberrant thyroid tissue, which was 
found in the ovary of 20 patients; 107 patients with 
ovarian teratoid tumor were treated, and varying 
amounts of thyroid tissue were found in the 21 speci- 
mens taken from the 20 patients. Follow-up examina- 
tions were made from 1 to 21 years after the ovarian 
operation. Small amounts of thyroid tissue (struma 
ovarii spuria) were present in the tumors of 7 patients, 
whose ages were between 25 and 47 years, Six tumors 
revealed ordinary follicular thyroid tissue, and 1 dis- 
played a papillary pattern. The symptoms were non- 
specific. Ascites was present in 1 patient who had a non- 
toxic cervical goiter and exophthalmos. She died of 
metastasizing mammary carcinoma 13 years after an 
ovarian operation. The 6 other patients were in good 
health. Thyroid tissue (struma ovarii vera) was the only 
or the predominant finding in 13 patients. All showed 
ordinary follicular thyroid tissue in the ovarian tumor. 
The ovarian struma proved to be of little or no clinical 
importance in 7 of these patients. Ascites occurred in 
3 and peritoneal adhesions in 5 patients. All were 
alive and well at follow-up examination. 

The 6 remaining patients showed specific or severe 
symptoms. One had a fully developed Meig’s syn- 
drome cured by removal of the ovarian tumor. Thyro- 
toxic symptoms due to functioning ovarian strumas 
were found in 3 patients. The basal metabolic rate 
showed a permanent return to normal after the ovar- 
ian operation in only 1 of these patients. Two had 
malignant ovarian struma. A papillary thyroid carci- 
noma was first removed from 1 ovary and 7 years later 
from the other in 1 of these patients. She was still 
alive 4 years later. Bony metastases were found 4 
years after removal of the ovarian struma in the other 
of the 2 patients. The patient had an extraordinarily 
protracted course of the disease and died 21 years 
after operation. Severe symptoms are most likely to 
develop in patients with pure ovarian struma and in 
those with a papillary pattern. Long observation of 
patients with ovarian struma is necessary. Women 
with thyrotoxic symptoms should be subjected to 
gynecologic examinations, especially when no cervical 
goiter is present, before an operation on the thyroid 
is performed. 


Metastatic Thyroid Tissue in Bones as Diagnostic 
Problem: A Follow-up Study of 5 Cases. (Aberrant 
Thyroid Tissue ITV and Conclusion). J. B. Dalgaard 
and P. Wetteland. Acta chir. scandinay. 112:18-24 
(No. 1) 1956 (In English) [Stockholm]. 


A follow-up study was made of 5 women whose 
biopsy specimens revealed thyroid tissue with or with- 
out histological atypia. Five specimens were obtained 
from bones and 1 from the scalp, but even this latter 
was possibly of osseous origin. Two patients had 
spontaneous fractures of the femur and humerus 
respectively. Histological examinations showed met- 
astatic adenocarcinoma with marked atypia and col- 
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loid-filled follicles of thyroid type. Death occurred 
within 1 year after the biopsy. Two patients with 
metastasizing thyroid adenoma died 2'2 years after 
diagnostic biopsy. One patient, whose primary tumor 
was a papillary ovarian struma, died 17 vears after 
the Ist osseous biopsy had been made. A remarkable 
clinical improvement was observed in 1 patient with 
a metastasizing sternal Hiirthle cell carcinoma. After 
subtotal thyroidectomy a Hiirthle cell adenoma re- 
curred twice in the right lobe of the thyroid. In the 
presence of the sternal metastasis, the thyroid lesion 
was considered malignant. The patient responded 
well to radiologic and I" treatment. The sternal 
metastasis subsided, and the patient was found in 
good health at the follow-up examination 2 years later. 
The histological diagnosis of metastases from a thy- 
roid tumor was unexpected in 3 of the patients, since 
no symptoms of thyroid disease were present and 
since the goiter of 1 patient had been considered benign. 
The diagnosis of malignant thyroid disease was first 
revealed by means of the osseous biopsy in all these 
patients. An apparently benign structure of the aber- 
rant node, called usually “metastasizing adenoma,’ 
should not deceive the physician. This term is 
mostly used for adenomas occurring in bones but 
also for those located laterally on the neck. The 
authors suggest abandoning this term, since it may 
be misleading when used uncritically and may mask 
the malignant nature of the lesions. 


RADIOLOGY 


Splenoportography in Forty-seven Patients. L. P. 
Doutre. Bordeaux chir., pp. 210-213 (Oct.) 1956 (In 
French ) [Bordeaux, France]. 


Transparietal splenoportography was performed on 
47 patients with various types of splenic and hepatic 
disease. The author emphasizes the absence of risk 
associated with splenic and even extrasplenic puncture. 
One patient with gastric cancer was operated on on 
the morning splenoportography was performed be- 
cause of suggested hepatic metastasis. No hemorrhage 
occurred. One patient with cancer of the rectum was 
erroneously given a puncture into the peritoneal cavity. 
He underwent operation on the next morning because 
the iodized preparation was completely absorbed by 
the peritoneum without serious accident. Transparietal 
splenoportography permits evaluation of the changes 
in the splenoportal trunk. Splenoportography should 
always be performed before splenectomy. In doubtful 
cases splenoportography might indicate whether sur- 
gical or medical treatment is necessary. 


Roentgenologic Aspects of the Eisenmenger Complex. 
C. L. Ebnother and H. L. Abrams. Am. J. Roentgenol. 
77:248-262 (Feb.) 1957 [Springfield, IIl.]. 


Roentgenologic studies were performed on 6 male 
and 6 female patients between the ages of 4 and 34 
years with the Eisenmenger complex, a congenital 
malformation consisting of a large ventricular septal 
defect, with aortic overriding of variable degree, in- 
creased pulmonary vascular resistance and consequent 
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pulmonary hypertension, and a shunt of blood from 
the right ventricle into the aorta. Cyanosis, from 
slight to moderate in degree, was present in all but 1 
patient. Exertional dyspnea was a common complaint, 
and recurrent respiratory infections were present in 
8 patients. Four patients had a history of frequent 
severe bouts of pneumonia. Clubbing was noted in 6 
patients, and all patients had murmurs, usually sys- 
tolic but occasionally diastolic as well, varying in lo- 
cation, intensity, quality, and radiation. The most 
constant roentgenologic features were right ventricu- 
lar enlargement, enlargement of the main and hilar 
pulmonary arteries, and disparity between the large 
size of the proximal pulmonary arteries and the small 
caliber of the peripheral pulmonary arteries. The 
aorta appeared hypoplastic in 9 of the 12 patients. 
The roentgenographic appearance associated with 
pulmonary hypertension in congenital heart disease 
is frequently distinctive; this is well illustrated by 
studies of the Eisenmenger complex. 

The Eisenmenger complex must be differentiated 
from all conditions associated with pulmonary hyper- 
tension including atrial septal defect, ventricular sep- 
tal defect, patent ductus arteriosus, and primary pul- 
monary hypertension. Usually there is greater right 
ventricular enlargement and evidence of pulmonary 
plethora, with prominent peripheral vessels, in pa- 
tients with atrial septal defect. Biventricular enlarge- 
ment with more obvious left ventricular prominence 
than that in the Eisenmenger complex may be ob- 
served in patients with a large ventricular septal de- 
fect. The absence of cyanosis and significant arterial 
oxygen unsaturation are important differential points 
in patients with atrial septal defects and in those with 
ventricular septal defects. Angiocardiography and 
peripheral blood oxygen studies are important for 
differentiation in patients with patent ductus arterio- 
sus and primary pulmonary hypertension. 


The Roentgenologic Diagnosis of Pulmonary Hyper- 
tension in Mitral Stenosis. J]. B. Schwedel, D. W. 
Escher, R. S. Aaron and D. Young. Am. Heart J. 53: 
163-170 (Feb.) 1957 [St. Louis]. 


The widths of the right descending branch of the 
pulmonary artery were measured with the aid of 
teleroentgenograms in its upper portion (at right 
angles to the bronchus from the bronchus to the outer 
margin of the vessel) in 100 normal hospital employees 
between the ages of 18 and 60 years. Ninety per cent 
of the widths were from 9 to 13 mm. Only 4 were 15 
mm. or greater, and all of these were in the 40-year 
to 60-year age group. Thus the range from 9 to 13 
mm. may be considered normal, and measurements 
exceeding 14 mm. may be considered abnormal. 

The widths of the right pulmonary artery were 
measured in 105 patients with pure or significantly 
predominant mitral stenosis. Roentgenograms re- 
vealed decreased aeration of the lung parenchyma 
in 70 of the 105 patients and showed narrowing of the 
tertiary pulmonary artery in 21. Pulmonary artery 
pressure levels were obtained by cardiac catheteri- 
zation in 77 and by direct puncture of the pulmonary 
artery in 56. The upper limit of normal mean pul- 
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monary artery pressure is regarded as 15 mm. Hg, and 
a mean pressure level of 25 mm. Hg is considered a 
significant elevation. Of the 77 catheterized patients, 
47 had right pulmonary artery widths measuring 14 
mm. or above. Forty-five of the 47 had resting mean 
pulmonary artery pressure levels exceeding 25 mm. 
Hg and the other 2 had less significant elevations. A]] 
of the 41 patients with pulmonary artery widths of 15 
mm. or more had significant pressure elevations. A 
similar correlation was noted between pulmonary 
artery widths and pulmonary artery pressures ob- 
tained at the time of operation by pulmonary artery 
puncture. In patients with widths of below 14 mm., 
correlation was much less reliable. Thirteen of the 77 
catheterized patients had neither increased right pul- 
monary artery widths nor significantly increased pul- 
monary artery pressure levels. Seventeen others 
among the catheterized patients showed significant 
pulmonary hypertension with pulmonary artery 
widths of 13 mm. or less. 

These observations show that roentgenographic 
demonstration of right descending pulmonary artery 
widths of 15 mm. or more is definitely associated with 
significant pulmonary hypertension, and_ significant 
pulmonary hypertension is most likely present in pa- 
tients with widths of 14 mm. A linear correlation be- 
tween pulmonary artery width and level of pulmonary 
artery pressure does not exist. 


Cardiac Ventriculography: Direct Transthoracic 
Needle Puncture Opacification of the Left (or Right) 
Ventricle. J. S. Lehman, B. G. Musser and H. D. Ly- 
kens. Am. J. Roentgenol. 77:207-234 (Feb.) 1957 
[Springfield, IIl.]. 


The term “cardiac ventriculography” was coined 
by the authors to designate a procedure of direct 
transthoracic needle puncture of the heart for the pur- 
pose of effecting opacification of the left or right 
ventricle. Seventy-seven cardiac ventriculographies 
were performed on 60 patients for the assessment of 
the presence and degree of mitral valvular insuffi- 
ciency, the evaluation of surgical procedures directed 
towards correction of mitral insufficiency, appraisal 
of aneurysm of the left ventricle and assessment of 
certain aortic lesions, such as aortic aneurysm or co- 
arctation. The patients were given a combination of 
secobarbital or pentobarbital, atropine sulfate, and 
meperidine (Demerol) hydrochloride 1 hour before 
the examination to allay apprehension and pain and 
to aid in preventing certain potential disturbances of 
cardiac conduction. A 70% solution of iodopyracet 
(Diodrast) was used as radiopaque medium. 

Roentgenologic technique, ventricular puncture, 
intracardiac pressure and electrocardiographic moni- 
toring, and injection of the contrast medium are dis- 
cussed. The intracardiac pressures observed and the 
electrocardiographic changes that occurred in the 
course of the procedure are presented. Inadvertent 
intramyocardial or intrapericardial infiltration of 
iodopyracet occurred in 8 patients. Slight pain but no 
shock symptoms; a 6-beat, 7-beat, or 9-beat ventricular 
tachycardia; atrioventricular dissociation, and right 
bundle-branch block were observed in 7 of these 
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patients; the electrocardiographic changes persisted 
through the immediate postinjection period in some 
of the patients. A complete heart block occurred in 
one patient and persisted for 4 months causing aggra- 
vation of the patient’s mitral insufficiency. These re- 
actions to the procedure occurred among the first 47 
persons given cardiac ventriculographies. They were 
avoided later by the aiming of the needle, adjustment 
of the needle point, shallow breathing of the patient. 
and nonmotion of needle or patient after intracardiac 
insertion of the needle. 

An evaluation of the quality of the cardiac ventric- 
ulographies based on the degree of contrast visuali- 
zation of the ventricle is tabulated. Atrial fibrillation, 
with a poorly controlled ventricular rate; paroxysmal 
atrial tachycardia; atrial tachycardia caused by a 
vagal release from administration of atropine; and 
ventricular tachycardia, either spontaneous or induced 
by medication, are contraindications to cardiac ven- 
triculography. The procedure should not be employed 
in children and infants because of the greater likeli- 
hood of intramyocardial injection of the contrast 
medium i. e., when the ventricular cavity is small. 


PHYSIOLOGY 


Pulmonary and Circulatory Effects of Acute Pulmon- 
ary Vascular Engorgement in Normal Subjects. 
S. Bondurant, J. B. Hickam and J. K. Isley. J. Clin. 
Invest. 36:59-66 (Jan. [Part I]) 1957 [New York]. 


Central and pulmonary vascular engorgement is a 
characteristic feature of congestive heart failure. It 
has been suggested many times that this vascular 
engorgement might be responsible for certain phe- 
nomena associated with congestive failure, such as 
stiffening of the lungs, dyspnea, and orthopnea. The 
simultaneous occurrence of pulmonary edema and 
other changes, however, has made it difficult to single 
out the effects of simple vascular engorgement. The 
present study was undertaken to investigate the pul- 
monary and circulatory effects of acute reversible 
central and pulmonary vascular engorgement in normal 
men. Central and pulmonary vascular engorgement 
was produced by rapid application of pressure over 
the surface of the body. Two methods were used to 
accomplish this: inflation of an aviator’s “G suit” and 
submersion in water while the patient was breathing 
against atmospheric pressure. The G suit was a single- 
chamber, balloon-type garment that covered the feet, 
legs, and lower part of the abdomen. The suit could 
be inflated to the desired pressure within 5 seconds 
by a standard Air Force G-valve. Suit pressure of 
2 Ib. per square inch (103 mm. Hg) was customarily 
used. The subjects were studied in the seated position 
before, during, and after a 2-minute period of suit 
inflation. Seated subjects were studied before, during, 
and after submersion in water to the neck and with 
the head just below the surface. At this depth, the 
mean pressure at hip level during total submersion was 
about 60 mm. Hg or 1.2 Ib. per square inch. 

G-suit inflation produced in 15 subjects an increase 
in central venous pressure of 26.8 (standard deviation 
- 7.8) cm. H2O and a fall in compliance distensibility 
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from the control value of 0.217 0.048 liters per 
centimeter of water to 0.093 = 0.036 liters per centi- 
meter of water. A similar drop in compliance occurred 
with submersion. On maintenance of G-suit pressure 
or submersion for a 2-minute period, central venous 
pressure and compliance showed a progressive, but 
incomplete, return toward control levels. Infusion of 
norepinephrine or immersion of an arm in ice water 
during this time prevented the return of venous pres- 
sure and compliance toward control levels. Admin- 
istration of norepinephrine or immersion of an arm 
in ice water with G-suit inflation caused a moderate 
increase in central venous pressure and a moderate 
decrease in compliance. When the G_ suit inflated 
during norepinephrine infusion, the resultant elevation 
of central venous pressure and the drop in compliance 
were greater than in untreated subjects. Pretreatment 
with hexamethonium diminished the rise in central 
venous pressure that occurred with G-suit inflation but 
did not affect the compliance changes. It is suggested 
that the compliance changes induced by these pro- 
cedures depend, at least partially, on varying degrees 
of pulmonary vascular engorgement and _ that. this, 
in turn, depends partially, under the present experi- 
mental conditions, on peripheral venous tone. 


Some Respiratory Data in Man at the Barometric 
Pressures of 760, 526, and 379 mm. Hg. A. Scano, 
F. Rossanigo, G. Meineri and B. Tagliamonte. Riv. 
med. aeronaut. 19:595-605 (Oct.-Dec.) 1956 (In Italian 
| Rome], 


The authors report on the results obtained in a 
group of 35 jet pilots with an average age of 25 years 
who were subjected for 30 minutes to simulated flights 
in a decompression chamber with barometric pressures 
of 526 and 370 mm. Hg corresponding to elevations 
of 3,000 and 5,500 m. respectively. The pulmonary 
ventilation, the alveolar ventilation, and the respira- 
tory rate at rest were recorded at sea level and at the 
above-mentioned barometric pressures. Samples of 
mean alveolar air were collected and analyzed. The 
respiratory responses to a hypoxia of medium degree 
were as follows: no increase of the respiratory rate, 
a nonsignificant increase of 2.2% in the pulmonary 
ventilation at 3,000 m., a significant increase of 23.4% 
at 5,500 m., and a relatively higher increase of the 
alveolar ventilation of 4.3% and 31.2% respectively, 
with the same statistical value. The values of pAO, 
and pACO, and respiration obtained experimentally 
and with statistically significant variations, when 
plotted on the oxvgen—carbon-dioxide diagram, result 
in a curve that falls between the curve for nonac- 
climatized subjects and that for acclimatized subjects. 
They correspond to a physiological altitude some- 
what lower than the barometric altitude and coincide 
with the alveolar ventilation and with the energetic 
metabolism of the subjects. A correlation correspond- 
ing to —48.8% was found between the values of vol- 
ume of alveolar air and pACO, at the different 
altitudes. The authors emphasize the meaning of these 
respiratory variations for a careful and exact evalua- 
tion of the functional responses to lowered barometric 
pressures. 
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BOOK REVIEWS 


Heart Sounds, Cardiac Pulsations, and Coronary Disease. By 
William Dock, M.D., Professor of Medicine, State University of 
New York, College of Medicine at New York City. Porter lec- 
tures, series 21, Cloth. $2.50. Pp. 98, with 23 illustrations. Uni- 
versity of Kansas Press, Lawrence, 1956. 

In the first two chapters of this small volume, the 
author presents his views on the value of the ballisto- 
cardiogram, pulse records, and heart sounds in diag- 
nosis, prognosis, and treatment. The last chapter deals 
with the controversial subject of the relationship of 
exogenous cholesterol and cigarette smoking to cor- 
onary artery disease. The author is positive in his belief 
that the increasing incidence of coronary artery disease 
in this country, particularly in the younger age groups, 
is to a large extent due to a diet high in cholesterol. As 
to smoking, he states, “The enormous rise in consump- 
tion of cigarettes explains in part why coronary disease 
kills men at an earlier age in 1955 than it did before 
1900.” Long years of experience as a teacher, research 
worker, and lecturer have enabled Dr. Dock to present 
his views in a convincing manner, even though many 
cardiologists will disagree with him. 


California Social Welfare: Legislation, Financing, Services, 
Statistics. By Vaughn Davis Bornet, Ph.D. Research study com- 
missioned by Commonwealth Club of California founded 1903. 
Cloth. $5. Pp. 524, with 8 illustrations. Prentice-Hall, Inc., 
Englewood Cliffs, N. J., 1956. 


The purpose of the book is to provide the citizen, 
social worker, and specialist in social studies with 
comprehensive statistical data on California’s social 
welfare programs, their legislation, financing, and 
services. Although the presentation of information on 
a county basis is a primary objective of the work, the 
functions of larger political and economic units are 
not overlooked. The first two chapters (part 1) deal 
with the state and federal setting as well as with 
California’s 10 economic regions. Legislation, covered 
in part 2, is basic to the various programs. Its com- 
plexity is a feature emphasized by the many amend- 
ments to California's laws. Usually the most important 
parts of the laws are quoted verbatim; yet, despite 
frequent mention of the 25th amendment to the 
California constitution, no quotation or concise para- 
phrase of its provisions is given. 

Part 3, on financing, will interest both students and 
taxpayers. The relative growth and importance of 
public and private welfare programs are carefully 
examined for the years 1950 to 1954; some data for 
selected years in the mid-1920's are also included. The 
increase in private charities over the 30-year interval 
was substantial; yet that in public welfare was ap- 
parently three or four times as great. More frequent 
use of the ratio of financial assistance to total dis- 
bursements, as in table O, for both public and private 
programs would have been desirable. 
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Part 4 contains five chapters, the third of which 
deals chiefly with health services for children and 
adults. The remaining chapters delineate other cate- 
gories of welfare services provided to four different 
age groups. The author acknowledges that this part 
“could not be exhaustive in the manner of some parts 
of the volume,” as it deals with only four counties 
in northern California. The findings may not be useful 
for other parts of California, or the nation, because of 
the dissimilarity of these larger units with respect to 
organized social welfare. As indicated in parts 3 and 5, 
this same problem of heterogeneity is evident in the 
financing of welfare programs in California. 

Although component data for public assistance ex- 
penditures, as shown in table C, are provided for all 
counties in the part (5) assigned to social welfare statis- 
tics, those for health and recreation as well as welfare 
(public assistance) are presented for only one county 
and one city (tables F and G). Evidently the degree of 
variation in the extent and type of data concerning 
public health is great at the county level. Within the 
public assistance categories, of which aid to the blind 
is one, a small amount of health expenditures is in- 
cluded under general relief (footnote d of table C). 
For the five Bay Area counties (table 1, page 300), 
30% of the total public expenditure for health, welfare, 
and recreation in 1954 was for health. Chiefly because 
of the more rapid rise in welfare expenditures during 
the last 30 years, the proportion spent on health has 
been declining. 

The author evidences honesty of scholarship in 
many ways. References to other works and sources 
of information are amply provided. The cost data are 
often presented on a per capita basis and also adjusted 
for changes in the value of the dollar. Generally the 
author displays a critical attitude toward his data, 
realizing that the assignment of identical names to 
certain data does not necessitate identical meaning. 
In similar fashion the reader should watch for the 
variations in the major expenditure categories among 
tables C, D, and F. With equal frankness the author 
recognizes, in addition to the world of “organized 
social welfare which is the subject of this volume,” 
another world of charity “almost impossible to meas- 
ure.” He characterizes his volume as an overview, 
not an encyclopedia. It does not question motivation 
and wisdom, attempt definitive comment on welfare 
needs, or call for a review of programs. It seeks 
merely to record facts 

Although some readers may not consider the 
author's arrangement of the data optimal at all times, 
this work provides a significant step toward the accu- 
mulation and presentation of systematic data on the 
basis of which social. weifare programs can be evaluat- 
ed and improved in the interest of both donors ( vol- 
untary and involuntary) and recipients. 
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Classics in Arterial Hypertension. By Arthur Ruskin, M.D.., 
.A.C.P., Associate Professor of Internal Medicine, University 
if Texas—Medical Branch, Galveston. Publication Number 290. 
\merican Lecture Series, monograph in Bannerstone Division of 
\merican Lecture Series Classics in Science and Medicine. 
Edited by Wiktor W. Nowinski, Ph.D., Dr. Phil, Nat.. Associ- 
ite Professor of Biochemistry, University of Texas—Medical 
Branch. Cloth. $9.50. Pp. 358, with illustrations. Charles C 
rhomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill; 
Blackwell Scientific Publications, Ltd., 24-25 Broad St., Oxford. 
England; Ryerson Press, 299 Queen St., W., Toronto 2B, Can- 
ada, 1956. 


The aim of this anthology is to accumulate, in one 
convenient volume, “past eminences” and “peaks of 
achievement” in the fiela of hypertension. Older, 
merely allusive, pre-Halesian material is briefly sur- 
veyed in the introduction. The next 120 pages deal 
with methods from Hales to Korotkov and the re- 
mainder with clinical and physiological descriptions, 
ending with Goldblatt’s description of experimental 
renal hypertension in dogs. The selections are well ar- 
ranged, so that the book is both informative and in- 
clusive. Everyone will not agree with Dr. Ruskin’s 
opinion that hypertension due to buffer nerve section 
(Koch and Mies, 1929) is transitory, although he savs 
that it is labile. 

The failure to include quotations from Janeway’s 
book has the reasonable explanation that that book 
has no priority, for credit for the material therein goes 
to Allbutt and, before him, to Mahomed. Nevertheless. 
Janeway’s book had a profound influence on medical 
thinking in this country and, in particular, popularized 
the term “hypertension” as more convenient than All- 
butt’s etymologically superior term “hyperpiesia.” Per- 
haps a selection from Janeway should be included and 
Potain, whose contribution was not large; omitted. 
This book will interest all reflective physicians who 
work with some aspect of hypertension. 


Notions de cytologie et histologie. Par M. Chévremont, pro- 
fesseur ordinaire aux Facultés de médecine et des sciences de 
l'Université de Liége. Boards. Pp. 994, with 636 illustrations. 
Editions Desoer, 21, rue Sainte-Véronique, Liége, Belgium. 
1955-1956. 


This first edition in print is the successor to two edi- 
tions in other forms prepared for students of zoology, 
of the medical sciences, and of natural science at the 
University of Liége. It deals primarily with the cytolo- 
gy and histology of the higher vertebrates. A general 
introduction describes some of the most important 
techniques and contains much interesting information 
about electron microscopy, phase-contrast microscopy, 
tissue-culture methods, histochemistry, histophotome- 
try, differential centrifugation, and so on. The three 
major sections that follow are devoted to the cell, to 
the structure of tissues, and to the aggregation of cells 
into organs and systems. 

The outstanding feature of the book is the abun- 
dance and magnificence of its illustrations. These 
include some especially instructive diagrams, many 
stained sections beautifully reproduced in color, and 
some striking electron micrographs. In many illustra- 
tions, unfortunately, the labeling imposes unnecessary 
strains on the eyesight and the patience of the student 
by making it necessary to match numbers or letters 
in the figure against their counterparts in the legend. 
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The method of direct labeling that has become practi 
cally universal in textbooks of gross anatomy deserves 
to be adopted also in microscopic anatomy, and in the 
present book it would occasionally result in actual 
saving of space. The tett is readable and interesting, 
and there is a good index. 


Allergic Dermatoses due to Physical Agents. Edited by Rudolf 
L. Baer, M.D., Associate Professor of Clinical Dermatology and 
Syphilology, New York University Postgraduate Medical School, 
New York. [This material was published in American Pracitioner 
and Digest of Treatment for August, 1956], Cloth, $3, Pp. 110 


with 3 illustrations. New York University Press, New York 


distributed by J. B. Lippincott Company, 227-231 S. Sixth St 


Philadelphia 5; 2083 Guy St., Montreal, Canada; Pitman Medical 
Publishing Co., Ltd., 39-41 Parker St.. Kingsway, London 
W.C.2, England, 1956. 


This is a small book containing six articles, each 
by a different contributor, and each devoted to a 
different aspect of the general subject. Dr. Baer 
discusses the present status of differentiation of al- 
lergic and nonallergic hypersensitivity to physical 
agents; Dr. Allan Lorinez contributes a chapter on 
hypersensitivity to trauma; Dr. Herman V. Allington 
writes on eczematous and polymorphous hypersensi- 
tivity to light; Dr. Stephan Epstein discusses urticarial 
hypersensitivity to light; Dr. Otis F. Jillson takes up 
hypersensitivity to heat; and Drs. Sylvia Griem and 
Stephan Rothman discuss cutaneous sensitivity to cold 
Each chapter has an up-to-date bibliography. It is 
questionable whether many of the conditions discussed 
arise on an allergic basis, but the contributors indicate 
the difficulty of coming to a decision concerning this. 
The book is singularly free from typographical errors. 
The only criticism is that the title on the cover of 
the book is merely “Allergic Dermatoses,” which is 
slightly misleading, in view of the limited scope of the 
monograph. The book is highly recommended to der- 
matologists, allergists, and others interested in the 
cutaneous expressions of altered reactivity to physical 
agents. 


An Atlas of Diseases of the Eye. Compiled by E. S. Perkins 
M.B., F.R.C.S., and Peter Hansell, M.R.C.S., F.R.P.S., Director, 
Departments of Illustration and Photography, Westminster Med- 
ical School and Institute of Ophthalmology, University of Lon- 
don. With foreword by Sir Stewart Duke-Elder, K.C.V.O., M.A 
D.Se. Cloth. $10. Pp. 91, with illustrations. Little, Brown & 
Company, 34 Beacon St., Boston 6; J. & A. Churchill, Ltd., 104 
Gloucester Pl., Portman Sq., London, W.1, England, 1957. 


It would require either an extensive private practice 
or affiliation with a very large charity institution to 
see and constantly keep in mind the fundus appear- 
ances in all systemic, local, and congenital ocular dis- 
eases. Hence this atlas should be a welcome addition 
to any ophthalmologist’s library. The pictorial repre- 
sentations of normal, trivial, and abnormal findings in 
the fundi are supplemented by a lucidly and concisely 
written text. The colored photographs and the draw- 
ings illustrating the important features of eve condi- 
tions are excellent. This compact, beautifully illus- 
trated, and well-written book should prove of value 
to the medical student, the general practitioner, the 
ophthalmological resident, and the ophthalmological 
clinician and teacher. 
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QUERIES AND MINOR NOTES 


ENDOMETRIAL HYPERPLASIA 
AT SIXTY YEARS OF AGE 


To THE Eprtor:—A 60-year-old woman has had three 
episodes of moderate uterine bleeding in the past 
six weeks. Examination revealed a slightly enlarged 
uterus, which was corroborated by passing a sound. 
The ovaries were not palpable. Curettage was done. 
The pathologist reported that there was some hyper- 
plasia of the endometrium of adenomatous type and 
that this is a precancerous condition. The patient 
had several bouts of hypertension over the past few 
years, but the blood pressure has stabilized at 140/80 
to 170/90 mm. Hg for the past six months. Should 
she have a hysterectomy? M. B., Canada. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—Hyperplasia of the endometrium in a 
woman 60 years old is always significant, assuming 
that she has had no estrogen therapy. Stimulation of 
the endometrium at this time of life may be the result 
of ovarian pathology in the form of a steroid-producing 
tumor, such as the granulosal neoplasm. Novak has 
suggested that endometrial hyperplasia in the post- 
menopausal period may have carcinogenic implica- 
tions in that there is a frequent coexistence of the two 
conditions. 

If this patient has a recurrence of her uterine bleed- 
ing, a complete hysterectomy and bilateral salpingo- 
oophorectomy is indicated. If there is no further bleed- 
ing, she should be kept under observation, and, if 
there is any change in her pelvic findings, surgery 
should be carried out. 


Answer.—In seeking the cause for this patient's 
uterine bleeding, one considers malignancy; sex steroid 
stimulation, either intrinsic or extrinsic; benign tumors; 
and infection. Infection and benign tumors are ruled 
out; the ovaries are “not palpable,” which somewhat 
lessens the possibility of a functioning tumor of the 
ovary, but one must definitely ascertain whether the 
patient has been taking any endocrine preparation. If 
the bleeding is caused by hyperplasia of the endo- 
metrium, there is some basis for this histological 
change in the endometrium. The pathologist’s descrip- 
tion ofe“hyperplasia of the endometrium of adenoma- 
tous type” suggests that there is less stromal hyper- 
plasia than is usually found. The association of 
adenocarcinoma of the endometrium and endometrial 
hyperplasia is noteworthy. The inquirer asks whether 
a hysterectomy should be performed; this consultant's 





The answers here published have been prepared by competent 
authorities. They do not, however, represent the opinions of any 
medical or other organization unless specifically so stated in the 
reply. Anonymous communications and queries on postal cards 
cannot be answered. Every letter must contain the writer’s name 
and address, but these will be omitted on request. 


answer is yes. There are certain “ground rules,” tissu: 
committee studies, and other justifiable restraints, but 
most resolve into how many uterine curettages should 
be done before laparotomy is performed. This patient 
should have a complete hysterectomy and _ bilateral 
salpingo-oophorectomy, provided that any endocrine 
therapy is ruled out. 


ABSENT PULSE WITH NECK BRUIT 


To THE Eprror:—A 42-year-old man suffered a hemi- 
plegia on the right side two years ago and made a 
good recovery with exception of moderate weak- 
ness of the involved extremities and a mild degree 
of aphasia. Because he could not continue with his 
usual work and light work was not available to him, 
he has spent most of his time sitting about at home. 
In the past year he has had episodes of syncope as- 
sociated with change of position or prolonged stand- 
ing; he was treated with Neo-Synephrine (1 25-mg. 
capsule three times a day) and Dexamyl (twice a 
day), with some improvement. The patient's pulse 
is unobtainable at the right wrist, and a bruit is 
heard over the middle of the right sternocleido- 
mastoid muscle. There is reason to feel that these 
findings were not present prior to his stroke, al- 
though they were not picked up until six months 
afterward. Cerebral arteriograms were negative, 
and the results of routine laboratory studies were 
not remarkable. Blood pressure is normal as obtained 
in the left arm but unobtainable in the right. The 
optic fundi are not remarkable. What is the possible 
relation of the murmur in the neck and the absent 
radial pulsation in the right arm to the hemiplegia 
that occurred? Please give further suggestions rel- 
ative to maintaining better vasomotor tone in this 
individual. M.D., Ohio. 


This inquiry was referred to two consultants, whose 
respective replies follow.—Eb. 


ANSWER.—The absence of the radial pulse on the 
right side is undoubtedly due to some impaired cir- 
culation in the right arm. This impairment, evidently, 
can be traced high up in the arterial tree and involves 
the large arterial trunks. The fact that he has no blood 
pressure on the right side is confirmatory evidence 
that the circulation does not come through the right 
brachial artery. An explanation for this impairment 
requires some comment. It could be due to a gradually 
developing thrombosis of the brachial, the axillary, or 
the subclavian artery. There is no mention made as 
to whether the subclavian pulse could be elicited on 
palpation. It is doubtful whether the impaired circu- 
lation can be attributed to a marked arteriospasm in 
the absence of any history of a penetrating wound 
or some trauma. It is possible to develop a gradual 
thrombosis of the brachial or axillary artery (crutch- 
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arteritis ), but there is no history of the patient's using 
crutches. The impaired pulse probably cannot be at- 
tributed to the hemiplegia per se. If the cause of the 
bruit in the neck on the right side can be determined, 
this may explain the impaired circulation in the arm 
and could explain the hemiplegia. The bruit could 
be due to an aneurysm involving the large arterial 
structures, the carotid or innominate artery. An 
aneurysm could be due to either syphilis, a toxic in- 
fectious condition, or arteriorsclerosis. However, 
aneurysms may develop as a result of some indeter- 
minate factor. When one aneurysm is present, it is 
quite possible that another may exist in the vascular 
structures in the brain, which could explain the hemi- 
plegia, but according to the query the studies of the 
brain were unrevealing. The bruit may be due some- 
times to an arteriovenous fistula. However, such con- 
ditions are either congenital or acquired. If it was 
acquired, there should be some history of a penetrat- 
ing wound. If it is congenital, then it certainly is in an 
unusual site and would have been detected much 
earlier. Perhaps there is a history of rheumatic heart 
disease; such a patient might have a dilated auricular 
appendage, in which area an embolus may develop 
and lodge into the brain area. This consultant has 
seen this happen in two or three instances in younger 
patients, in whom hemiplegia could not be explained 
in any other manner. Since this patient apparently 
made a good recovery except for moderate weakness 
of the involved extremities, he should be encouraged 
to get about. Physical therapy should be carried out, 
and, if this patient is in a large center where there are 
some rehabilitation clinics that can give him the bene- 
fit of modern therapy, this would be very helpful. If 
there is much general weakness and if the blood pres- 
sure is low, 10 mg. of Ritalin two or three times a day 


may be helpful. 


ANsSWER.—This patient appears to have occlusion of 
the right subclavian artery and possible partial occlu- 
sion of the common carotid. This could explain the 
absence of pulsations in the right arm and the bruit in 
the neck. The findings in the right arm and neck are 
probably unrelated to the hemiplegia, but both may 
be the result of primary diffuse vascular disease such 
as atherosclerosis or arteritis. An atherosclerotic plaque 
could occlude the right subclavian artery and partially 
occlude the common carotid. However, it is most un- 
usual to have atherosclerosis as a cause of upper 
extremity occlusion in a man as young as this. Embo- 
lism is a more common cause for upper extremity 
arterial occlusion in a man of 42. This could also 
explain the hemiplegia as well as the bruit in the neck, 
which would occur if the common carotid were only 
partially occluded. On the other hand, there is no 
evidence of a source for the embolus in the history 
and apparently in the examination. However, blood 
clotting on a plaque in the ascending aorta and then 
being swept distally might explain the symptoms. The 
possibility of early pulseless disease should be con- 
sidered. Paradoxic embolism from clots in leg veins 
going through a patent foramen ovale is a rare cause 
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of emboli for which a source is not present in the 
heart. At any rate, it would appear to be worthwhile 
to start anticoagulant therapy, with the patient am 
bulatory. In addition, a low-fat and low-cholestero!l 
diet may be indicated. 

In regard to the maintaining of vasomotor tone to 
prevent the syncopal episodes, this patient may be ben 
efited by the use of an elastic support that covers not 
only both lower extremities but also the waist. This 
tvpe of support is obtainable from the Jobst Institute, 
P. O. Box 653, Toledo 1, Ohio, and is usually worn 
by patients who have extreme edema up to the hips 
The support may prevent the dumping of blood into 
the lower extremities when the patient sits up or 
stands. Air-inflated suits are also obtainable, if the 
symptom is an incapacitating one. The patient should 
also learn to sit up or stand up very gradually to allow 
time for adjustment of vasomotor reflexes. 


CONGENITAL THROMBOCYTOPENIC 
PURPURA 


To tHE Eprror:—The mother of an infant with con- 
genital thrombocytopenic purpura is anxious for 
another baby. What are the chances of this  re- 
curring? 

Ralph W. Morrison Jr., M. D., Johnstown, Pa. 


Answer.—Congenital thrombocytopenic purpura oc- 
curs infrequently, but the literature contains many 
case reports and studies bearing on its pathogenesis 
It appears in infants born (1) of mothers with idio- 
pathic thrombocytopenic purpura who either have had 
a splenectomy or are symptomless and unaware of a 
lowered platelet content, (2) of normal mothers, and 
(3) of mothers with drug-induced thrombocytopenic 
purpura such as follows the ingestion of quinine. 

Current concepts implicate an immunoallergic mech- 
anism in the causation of the disease in the infant. 
For the mother with idiopathic thrombocytopenic pur- 
pura the transplacental passage of antibodies occurs 
into the fetal circulation. These antibodies consist of 
autoagglutinins for the platelets of the mother and 
infant as well as isoagglutinins for each other's plate- 
lets. In the case of a normal mother it has been postu- 
lated that she develops isoagglutinins for the baby’s 
platelets, presumably on the basis of platelet incom- 
patibility between mother and infant in a manner 
similar to erythroblastosis. She may also have been 
sensitized to platelet antigen in a previous transfusion 
or pregnancy. The precise nature of the immune sub- 
stance is not always obvious. 

There have been several families in which consecu- 
tive babies have had neonatal thrombocytopenic 
purpura, While the prognosis in the infant is usually 
good, with the restoration of a normal number of 
platelets within the first two or three weeks of life 
and usually not beyond three months, the course 
may not be benign. When the pregnancy is associated 
with overt purpura, survival in the infant is jeopar- 
dized. The early administration of vitamin K in mod- 
erate dosage is important because of the possibility of 
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combined coagulation defects in addition to the throm- 
bocytopenia. If purpura is at all widespread and the 
platelets greatly reduced, steroid therapy is indicated. 
Cortisone is administered, with approximately 40 mg. 
given daily in divided doses for the first three or four 
days and the dose tapered off in the next two weeks, 
depending on the response. Corticotropin (ACTH), 
approximately 20 mg. daily in divided doses, given 
by injection, may be substituted for cortisone. Hem- 
orahage may be controlled by these agents, with or 
without platelet response. With bleeding or extensive 
purpura, transfusion of fresh blood is also necessary. 
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Neonatal 


TREATMENT OF METASTATIC 
BONE LESIONS 


To THE Eprror:—Please provide information on the 
treatment of metastatic bone lesions, following re- 
moval of cancer of the breast. This concerns a 52- 
year-old woman who has had extensive x-ray treat- 
ment of the lesions as well as sterilization. She has 
also received hormone and cortisone therapy. Sur- 
gery of the adrenals or hypophysis is not contem- 
plated at this time. Have any of the radioactive 
substances been used successfully for this type of 
lesion? M.D., Illinois. 


This inquiry his been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—A combination of intensive testosterone 
therapy and intravenously administered radioactive 
phosphorus (P **) has been reported as being effective 
in some patients with widespread bony metastases 
from cancer of the breast. While objective remission 
has been noted after such combination therapy, it is 
not certain whether this be due to the high doses of 
the testosterone, the P *’, or the combination. A radi- 
ologist who is participating in an active isotope pro- 
gram should be consulted regarding this treatment. 


ANSWER.—The earliest report of the use of radioiso- 
topes for the treatment of metastatic bone lesions due 
to carcinoma of the breast was by Friedell and Sto- 
raasli (Am. J. Roentgenol. 64:599, 1950). Radio- 
phosphorus was given to 12 such patients in divided 
doses over a period ranging from 22 to 60 days. The 
total dosage of P ** was from 12 to 18 mc. The results 
with P * alone were not impressive, although most of 
the patients experienced some relief of bone pain. 
There is reason to believe that a great many individ- 
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ual cases have been treated in this way. No large 
series has been reported; and possibly none has been 
accumulated, presumably owing, on the one hand, to 
the serious hematological complications and, on the 
other hand, to the fact that the results approximated 
those-from intensive androgen therapy alone. A recent 
development, which has not been reported in the 
literature, is a brief, intensive therapy with androgens 
combined with P**. In theory, the large androgen 
dose encourages a positive calcium (and _ therefore 
also positive phosphorus) balance, and the anabolic 
effect of androgen “drives” phosphorus into the tumor 
tissues. Remissions induced in this way seem to be 
better than those resulting from other forms of thera- 
py, although no long-term evaluations have appeared. 
The suggestion to combine androgen and P * origi- 
nated with Dr. J. R. Maxfield, of Dallas, Texas. To 
this consultant’s knowledge, no other isotope has been 
used with any significant effect in the treatment of this 
type of metastatic bone cancer. 


UNUSUAL SYNCOPAL ATTACKS 


To tHE Eprror:—A 41-year-old man has had four 
attacks of temporary loss of consciousness during 
the past four months. These occur only when he is 
standing and urinating. At other times he appears 
and feels perfectly well, but he cannot tell when 
these attacks may occur. Two of the attacks were 
a month apart, but the last two have been within 
one week. Physical examination is entirely negative. 
His blood pressure is 118/70 mm. Hg, his heart is 
normal, and urinalysis is normal. The patient has 
neither a personal nor a family history of epilepsy. 
After one of these attacks he feels all right except 
for the occasional bruise that he gets from falling. 
Please comment on this case. 

George J. Treires, M.D., Lock Haven, Pa. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANSWER.—Syncopal attacks in the male at no time 
other than when he is standing urinating is indeed 
somewhat unique. As a matter of interest, a canvass 
was made of several internists, neurologists, and 
urologists, each of long experience and professorial 
rank, and none had knowledge or memory of such a 
circumstance. 

In this patient it is assumed that the negative his- 
tory (except for the attacks) has included interroga- 
tion as to other vasomotor symptoms and also an 
evaluation of the psychic make-up of the individual. 
In like manner the “negative physical examination” 
assumes careful study of the ocular fundi and uro- 
genital tract and a reasonably full neurological ex- 
amination. It seems that attention should be drawn 
in this case to such conditions as are more apt to cause 
syncope when an individual assumes a relatively mo- 
tionless standing position rather than syncope induced 
by the act of standing from a sitting or other position. 
In the former, fainting is possible from a variety of 
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conditions that essential.y cause fall in blood pressure. 
{mong these is the common vasodepressor syncope, 
or common faint. This is due often to such things as 
sudden emotion, extreme anxiety, fear, or sight of 
blood. Here, however, there is usually a prodromal 
period of weakness and sweating for a minute or two. 
If this patient initially had a purely fortuitous fainting 
attack while urinating, it should be comparatively 
simple to determine whether he has developed an 
anxiety neurosis concerning the act. Probably of more 
importance is the ruling out of a vasodepressor caro- 
tid sinus reflex syncope. This condition is rare and is 
caused by an oversensitive carotid sinus in the neck. 
While often no cause for this overactive nerve plexus 
is found, rarely tumors and aneurysmal vessel dila- 
tations pressing on the plexus are discovered. Pressure 
over this area can cause drop in blood pressure and 
pulse, with syncope. The trigger mechanism in setting 
off the attack can be as simple as the wearing of too 
tight a collar, turning the head to one side, or raising 
the face upward. Many men wear collars that are 
entirely too snug. It is not uncommon for some men, 
while urinating, to strike a pose in which the face, 
for some unknown reason, is directed well toward the 
ceiling. Such factors, alone or in combination, might 
well play a definite part in initiating a carotid sinus 
syncope. Diagnosis of irritable carctid sinus is usually 
made by pressure or stroking over the carotid sinus 
areas while observing the pulse and blood pressure. 
This procedure must be done with the greatest cau- 
tion and with the patient sitting in bed, as fainting 
can occur from the maneuver. Treatment of the con- 
dition can be as simple as prescribing a loose collar 
and giving atropine several times daily, In severe 
cases, surgical stripping of the nerve plexus may be 
indicated. Allied somewhat to the last-described syn- 
drome and causing a short or momentary cardiac 
standstill is reflex vagotonia. Vagal inhibition of the 
heart may arise from the gastrointestinal tract, naso- 
pharynx, eye, ear, respiratory tract, and the above- 
mentioned carotid sinus plexus. The urogenital tract 
has not been mentioned in discussions of this subject. 
True Stokes-Adams syndrome, of course, may cause 
syncope, but the pulse is usually slow between attacks. 
Thorough studies of the patient should include an 
electrocardiogram, which may give a lead to coronary 
pathology or unsuspected aortic valve pathology. 

Simple orthostatic hypotensive syncope seems un- 
likely in this patient, but blood-pressure readings 
when he assumes the supine. sitting, and standing po- 
sitions should be made. Syncope from such causes as 
cerebral circulatory or metabolic disturbances or neo- 
plasm, while not strongly indicated from the data 
given, must be given serious consideration, especially 
if no lead is obtained from the foregoing. Here a 
competent neurologist, with the aid of an encephalo- 
gram, can pass on such possibilities as tumor, epilepsy, 
and psychic and autonomic seizures. Should further 
history taking bring out the slightest abnormality in 
the genitourinary system, urologic survey would be in 
order. 
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Answer.—These episodes are either seizures or syn 
cope. In spite of absence of history, psychomotor 
seizures must be considered, and an electroencepha- 
logram should be the primary test. If abnormal spiking 
is present, one must unavoidably conclude that epilep 
sy is at the root of the trouble, especially since injury 
(bruising) occurs. With a normal tracing, the possi 
bility of such a rare condition as a ball-valve tumor 
of the fourth ventricle cannct be overlooked. A de- 
tailed history is of major importance in differentiating 
between the two types of loss of consciousness, In 
syncope, the individual realizes what is going to 
happen and what has happened, whereas in epilepsy 
the attack is sudden and there is frequently a slight 
retrograde amnesia. One should know the timing of 
these attacks and if they occur at night, especially just 
after the patient has risen from a recumbent position, 
since orthostatic hypotensive syncope occurs when the 
victim is standing motionless, especially after he has 
been recumbent. 

The carotid sinus syndrome with syncope would 
occur if there had been a gain of weight and the 
wearing of a tight collar, with straining (elevation of 
diaphragm) or turning or raising of the head. A 
further procedure would be to fill the bladder with 
500 cc. of isotonic sodium chloride solution while the 
patient is recumbent, attach the blood pressure cuff 
to his arm, and determine the pressure as the patient 
stands and empties his bladder rapidly through the 
catheter, which has been left in place. Decompression 
syncope or shock, although rarer than formerly be- 
lieved, does occur with sensitive vasovagal systems. 
Evidence from any witness to an attack would be of 
immense value in determining the type but not the 
mechanism. Finally, it should be remembered that 
one of the auras preceding a psychomotor attack is 
the sensaticn of urinating, although it does not occur 
at that precise time. 


VITAMIN E THERAPY 

To THE Eprror:—Is vitamin E therapy of any impor- 
tance in any cardiac involvement, fertility, sperm 
activity, increased physical stamina, or deficiency 
disease? William H. Wright, M.D., Elmont, N.Y. 


Answer.—There is no firm clinical basis for the use 
of vitamin E in the treatment of cardiac disease. Nor 
is there any scientific evidence to prove that vitamin E 
is of value in the treatment of infertility in either sex 
There is no valid reason to assume that vitamin E 
administration might lead to increased vigor or be of 
benefit in the management of deficiency diseases. 


GLYCOSURIA WITH NORMAL 
BLOOD SUGAR LEVELS 


To tHE Eprror:—During a physical examination for 
a life insurance company, a marked glycosuria was 
noted in a 52-year-old man who had had no symp- 
toms at all. A glucose-tolerance test with 70 Gm. 
of glucose revealed a fasting blood sugar level of 
125 mg. and, two and one-half hours after ingestion 
of the sugar, of 140 mg. per 100 cc. The fasting and 
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two and one-half hour urine specimen again showed 
marked glycosuria. Is there any special significance 
to blood values so close to normal in the presence 
of marked glycosuria? 


Maurice B. Cohen, M.D., Wildwood, N. J. 


Answer.—In interpreting the blood sugar values it 
would be helpful to know whether they were deter- 
mined by the Folin-Wu or comparable method or by 
a procedure that determines only true glucose. How- 
ever, in either case the results are abnormal. If they 
were determined by the Folin-Wu method, they in- 
dicate borderline or “mild” diabetes. If they represent 
true glucose values, then definite diabetes is present. 
It would be helpful to know what the peak value 
was during the glucose-tolerance test. 

In addition, the patient would appear to have a 
renal threshold for sugar lower than the average nor- 
mal. This occurs in diabetic as well as in nondiabetic 
individuals. The lowered renal threshold represents 
a deviation from the average normal and would have 
no special significance. It does, however, make some- 
what more difficult the control of diabetes, since, if 
one strives for absolute freedom from glycosuria, 
hypoglycemia is encountered. From a practical stand- 
point, from simultaneous determinations of the amount 
of sugar in urine and blood one gains an idea as to 
the level of the renal threshold and the amount of 
sugar in urine to be expected at a given level of blood 
sugar. With this in mind, if insulin is being used, one 
adjusts the dose to allow glycosuria to that extent 
suggested by this experience. 


RESIDUAL EFFECTS OF LIGHTNING INJURY 


To THE Eprror:—A man, 36 years of age, was struck 
by lightning in August, 1955. He lost consciousness 
and, upon regaining consciousness, found himself 
in the hospital and was there for 32 days. He had 
burns on both heels and was in an oxygen tent for 
several days. He was unable to move his legs and 
unable to turn over in bed; his right arm was weaker 
than the left. He was blinded for approximately 
three weeks, and then his vision gradually returned. 
He had soreness of the scalp and was unable to 
comb his hair without discomfort. He now has fa- 
tigue and falls asleep whenever he sits down. Since 
the accident he has dreams of storms, thunder, and 
lightning. He awakens, is frightened, has to turn on 
all the lights, and is afraid to go to bed unless some- 
one else is present in the room with him. He com- 
plains of marked pain at the level of the fourth 
thoracic vertebra. He has also become very suspi- 
cious of his employers and thinks that he is being 
persecuted by them. What permanent effect will a 
stroke of lightning, or electric shock, have upon 
personality and the above-named symptoms? 

M.D., Michigan. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


ANsweER.—Case reports of neurological deficit after 
lightning stroke abound in the literature, a brief re- 
view of which may be found in Wilson’s encyclopedic 
“Neurology” (Baltimore, William Wood and Com- 
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pany, 1940, chap. 99). Microscopic changes have been 
demonstrated in the nervous system of persons dying 
of, or immediately subsequent to, being struck by 
lightning. However, residual symptoms, such as have 
been described here, are usually classified as a “trau- 
matic neurosis.” 

This man deserves a thorough neurological and 
psychiatric examination. Such laboratory studies as 
electroencephalography and projective psychological 
testing should be utilized. It would be impossible to 
make a prognosis without such examinations; neither 
could a realistic program of rehabilitation be outline: 
without them. Neurologists particularly would recog- 
nize what may be the syndrome of narcolepsy with n 
the symptomatic galaxy (see Langworthy and Betz 
Psychosom. Med. 6:211, 1944). 


ANsweR.—A person struck by lightning receives an 
electric discharge of some millions of volts, which act 
for a small fraction of a second. Acute changes occur 
in both the central and the peripheral nervous systems. 

In patients who survive, the residual lesions in the 
central nervous system are more probably due to dam- 
age of blood vessels and cerebral anoxemia secondary 
to temporary failure of respiration. Petechial and gross 
hemorrhages have been observed in the brain and 
meninges. Nerve-cell alterations and degeneration of 
the myelin sheath and axons can occur. 

Distinct clinical residuals may result from such elec- 
tric shock, and sequelae may last for months or be 
permanent. Such injuries may involve the spinal cord 
and brain, with motor residuals, including flaccid pa- 
ralysis, sensory loss, papilledema, optic atrophy, and 
mental changes. Neurotic symptoms frequently follow 
such an accident and are most difficult to differentiate 
from true organic residuals. Emotional symptoms in- 
clude insomnia, forgetfulness, fatigue, irritability, and 
anxiety. The presence of persecution and paranoid 
ideas may be due to a basic personality disturbance, 
activated by the electric trauma, rather than an or- 
ganic lesion. 


INTRAVENOUS CHOLANGIOGRAPHY 


To THE Epitor:—A 46-year-old man has had a series 
of three oral cholecystograms because of epigastric 
discomfort. The first two series showed nonfunction, 
and the third series showed normal function. Three 
days later he developed clinical jaundice, with an 
elevated serum alkaline phosphatase level and nor- 
mal cephalin flocculation and thymol turbidity val- 
ues. The initial icteric index was 22.6, and this 
decreased slowly to 14 in five days. The patient had 
received 10 mg. of chlorpromazine (Thorazine) four 
times a day for four days six weeks prior to admis- 
sion. An intravenous cholangiogram was requested 
and refused by the radiologist on the grounds that 
the dye might increase the parenchymal damage. 
Please provide an opinion on the following ques- 
tions: 1. Is the dye used in intravenous cholangiog- 
raphy damaging to liver cells, to normal cells, in 
partial obstruction of bile outflow, in hepatitis, and 
in chlorpromazine-induced jaundice? 2. Is a raised 
icteric index in the presence of a functioning extra- 
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biliary system a contraindication to intravenous 
cholangiography? 3. Is intravenous cholangiography 
helpful in diagnosis of partial obstruction of the com- 
mon duct? The patient's stools have remained nor- 
mal in color. The gastrointestinal series shows a nor- 
mal duodenal loop. There has been no weight loss 
or anorexia, and patient is now asymptomatic. 


Robert E. Sandlin, M.D., Antioch, Calif. 


Answer.—l. There is no evidence that sodium iodi- 
pamide (Cholografin ) or methylglucamine iodipamide 
(high-potency Cholografin ) are injurious to normal or 
damaged liver cells. 2. An elevated icteric index is 
not considered a contraindication to intravenous cho- 
langiography. If the dye is not excreted through the 
biliary tract either because of hepatocellular impair- 
ment or extrahepatic or intrahepatic bile-duct obstruc- 
tion, the dye is readily excreted by the kidneys. A 
combination of marked renal and hepatic impairment 
can be considered a contraindication to intravenous 
cholangiography. Intravenous cholangiography is gen- 
erally not attempted in the presence of marked icterus 
because ductal visualization is rarely accomplished 
under such circumstances. However, visualization of 
extrahepatic ducts has been reported with sodium 
iodipamide in a patient with a serum bilirubin level 
of 4.8 mg. per 100 cc. (Wise and O’Brien: J. A. M. A. 
160:819-827 [March 10] 1956), and in another patient 
with a serum bilirubin level of 7.5 mg. per 100 cc. 
the ducts were visualized with methylglucamine iodi- 
pamide (Berk and others: Am. J. M. Sc. 231:289, 
1956). 3. If the obstruction of the common duct is 
accompanied by marked icterus, the probability of 
visualizing the extrahepatic duct by intravenous cho- 
langiography is small. However, as stated above, in 
mild to moderate hyperbilirubenemia the ducts are 
occasionally visualized, and in such instances this 
would be diagnostically helpful. The ideal patient for 
intravenous cholangiography is one with disease of 
the extrahepatic ducts without icterus. From the data 
given, a diagnosis of intrahepatic cholangitis due to 
chlorpromazine is most likely. 


SEQUELAE OF MENINGOCOCCIC MENINGITIS 
To THE Eprtor:—Over 10 years have elapsed since 
many military personnel were successfully treated 
for meningococcic meningitis. It was speculated, at 
the time of treatment, that possible neurological 
sequelae might develop in later years as a result of 
this usually fatal disease. Are there any data avail- 
able to confirm or deny this early speculation? 
Charles C. Stehly, M.D., Los Angeles. 


ANswER.—In 1953, a study was made of late compli- 
cations in 178 cases of meningococcic meningitis that 
occurred during the period 1935-1945. Of these pa- 
tients, 49.5% reported postrecovery symptoms of one 
type or another. The remaining 50.5% denied any after- 
effects upon recovery. 

Headache was the most frequent complication (32%), 
and, of these headaches, 77.7% were localized, most 
frequently to the occipital area. Hearing loss or im- 
pairment occurred in 12.3% of the patients, of whom 
57% had bilateral involvement; the degree of involve- 
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ment differed in the two ears in about two-thirds of 
the patients. Only 14% of these patients were bene- 
fited by hearing aids. Fifty per cent of the patients 
reported improvement in hearing in time from their 
original impairment. Other neurological sequelae were 
fainting spells (3.9%) and convulsions, which occurred 
in one patient during hot weather. Non-neurological 
residuals were joint pain, muscle pain, and muscle 
twitches; these make up the remaining complications 
Two-thirds of the patients with sequelae reported an 
exaggeration of symptoms under certain circum 
stances, such as changes in weather, altered work 
conditions, exercising, and drinking of large auant'ties 
of salt-free water. 
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CALCIUM AND PHOSPHORUS IN PREGNANCY 

To THE Eprror:—My attention was called recently to 
the query in Tue Journat for July 14, 1956, page 
1117, regarding calcium and phosphorus in preg- 
nancy. The question of the extent of mineral intake 
and its balance in pregnancy is of interest to the 
dentist because of the fact that a notable amount 
of calcification of the deciduous teeth takes place 
during intrauterine life. Clinical evidence has shown 
that these teeth vary in structural soundness and 
susceptibility to caries from child to child. 1 base 
this comment on observations made at the Gug- 
genheim Dental Clinic in New York City, of which 
I was director for many years. 

It seems logical to assume that the best chance 
of the child’s having sound deciduous teeth is when 
the optimal amounts and proportions of these min- 
erals, as well as other elements, are provided for 
the pregnant woman. 

The answer states that it seems advisable not to 
administer phosphorus-free calcium, since either 
calcium or phosphorus, when fed in excess, causes 
an increased excretion of the other element. The 
consultant then goes on to state that the pregnant 
woman should have a daily intake of 1.5 Gm. of 
calcium and approximately as much phosphorus. 
The proportion of these elements in milk (1.15 Gm. 
of calcium and 0.908 Gm. of phosphorus) un- 
doubtedly is excellent and apparently should be 
maintained in the diet as a whole. However, this 
proportion is upset when bread and cereals are 
added to the diet in any considerable amount, as 
often happens. These foods make their own val- 
uable contribution to the daily menu, but they do 
present a great preponderance of phosphorus over 
calcium, thus tending to create the danger men- 
tioned. 

In view of this fact, it would seem to me that 
calcium supplementation of the diet might well 
consist of administration of calcium salts such as 
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the gluconate or lactate, in reason, without fear 
that the diet as a whole will be too low in phos- 
phorus. I would appreciate your comment on this. 


J.A.M.A., May 4, 1957 


ponema pallidum. The mere identification of th 
patient as a biologic false-positive reactor does not, 
however, differentiate between the benign acut: 


biologic false-positive reaction, which has no sig- 
nificance for the patient's subsequent health, and the 
chronic biologic false-positive reaction, which is of 
major significance to his health. 

J. E. Moore, M.D. 

The Johns Hopkins Hospital 

Baltimore 5. 


John Oppie McCall, D.D.S. 
944 Park Ave. 
New York. 


The above comment was referred to the consultant 
who answered the original query, and his reply fol- 
lows.—Eb. 


To THE Eprror:—The correspondent writing the letter 
is correct when he states that if grain products such 
as bread and cereals make up a significant part of 
the diet the amount of phosphorus they contain 


CHROMHIDROSIS 
To THE Eprror:—Concerning the query (J. A. M. A. 


would have a demonstrable effect on the calcium- 
phosphorus ratio. However, it should be pointed 
out that the phosphorus present in grains is largely 
in the form of phytic acid. Calcium phytate is highly 
insoluble, so the ingestion of phytic acid usually 
results in the loss of its own phosphorus together 
with calcium supplied by other foods, except as 
vitamin D present makes some of the phytic acid 
phosphorus available. Therefore, the correspondent 
is right,when he claims that the phosphorus-calcium 
ratio would be altered; but it would not be because 
of an excess of phosphorus but because the form 
of the phosphorus acts to make both it and some 
of the dietary calcium unavailable. In those cases 
where grains do make up a large part of the diet 
the use of some calcium salt might be desirable. 
In England, calcium carbonate is added to the 
flour in sufficient quantities to compensate for the 
phytic acid content. 


163:703 [Feb. 23] 1957) on chromhidrosis, it is 
suggested that the physician test the patient’s urine 
with dilute ferric chloride solution to rule out 
alkaptonuria. The gray discoloring of clothing is 
common to this disease. 

R. de R. Barondes, M.D. 

1031 S$. Broadway 

Los Angeles 15. 


To THE Eprror:—In the Query and Minor Note in 


THE JournaL, Feb. 23, 1957, page 703, entitled 
“Chromhidrosis,” the consultant did not mention 
two conditions that may rarely be associated with 
this symptom. A patient with acute intermittent 
porphyria presented the interesting story that his 
clothing and bedclothes were stained brown for 
several years preceding the onset of his abdominal 
pains that led to the diagnosis. A patient having 
ochronosis with alkaptonuria observed that his 
sweat had discolored his clothing as long as he 
could remember. The search for etiological agents 


BIOLOGIC FALSE-POSITIVE 
SEROLOGIC REACTIONS 


To THE Eprror:—In Tue JourNnat for Feb. 9, 1957, 
page 516, there appears a query concerning bio- 
logic false-positive serologic reactions. The inquir- 
ing physician is interested in the incidence of this 
phenomenon and wonders if the “frequently quoted” 
figure, “40%,” is correct. Neither of the two consult- 
ants seemed to make clear the correct answer to the 
question concerning “40%.” Since I am responsible 


of chromhidrosis is simplified if the patient should 
have either of these conditions. 
Frank L. Iber, M.D. 
The Johns Hopkins Hospital 
Baltimore. 


The above comments were referred to the con- 
sultant who answered the original query, and _ his 
reply follows.—Eb. 


To THE Eprror:—The available books on dermatology 





for the data in question, it would be desirable for 
me to amplify the answer to the query. I have said 
that, of positive serologic tests (with standard lipid 
antigens) routinely discovered (e. g., in premarital, 
preemployment, prenatal, pretransfusion, and other 
such routine tests) in persons who give no history of 
infection with syphilis and of no reasonable ex- 
posure to it and who present no physical evidence 
of the infection, about 40% of these seropositive 
reactors do not have syphilis but are instead biologic 
false-positive reactors. This statement is limited to 
white persons of the upper educational and socio- 
economic level drawn from the population of the 
northern United States. 

The identification of such persons as biologic 
false-positive reactors is accomplishable by means of 
serologic testing with any one of the variety of 
techniques utilizing antigens prepared from Tre- 


do not list alkaptonuria or porphyria as causes of 
chromhidrosis. All these named entities are com- 
paratively unusual. Unless the sweat itself reacted 
to tests for porphyria or alkaptonuria, these reports 
would not establish a conclusive relationship be- 
tween the discolored sweat and the entities under 
consideration. After all, the patient could have 
ochronosis plus chromhidrosis due to other causes, 
such as the ingestion of a chromogenic drug. How- 
ever, by anology with the excretion of these sub- 
stances in the urine by patients with porphyria and 
ochronosis, it seems likely that these metabolic dis- 
turbances could lead to discolored perspiration. A 
bluish sweat due to the presence of iron salts may 
occur in hemochromatosis. The observations of the 
correspondents are of great interest and increase 
our knowledge of this poorly understood but, for- 
tunately, rare condition. 





